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CULTIVATION OF TISSUES AND 
TUMOURS IN VITRO. 
Delivered at University College, London, 

By A. H. DREW, D.Sc., 


IMPERIAL CANCER RESEARCH FUND. 
(With Illustrative Plates.) 


LECTURE II.* 
(Delivered on March 7th, 1923.) 

In the last lecture I dealt with the preparation of 
the various reagents an for successful tissue 
culture. It is now necessary that we should consider 
some of the characters of normal tissues growing 
outside the body. Just as in bacteriology an immense 
increase in knowledge was gained when a satisfactory 
technique was devised for preparing pure cultures, 
so in a detailed study of tissues and tumours it is 
highly desirable to be able to deal with pure cultures 
of cells. Three chief methods may be used in dealing 
with this problem, which may be considered under 
the following headings; mechanical separation, 
separation by ultra-violet light, and separation by 
encouraging the growth of one type of cell at the 
expense of others. 

MECHANICAL SEPARATION. 

This process is due to Carrel, and consists of growing 
a culture in a plasma medium and selecting portions 
of the growth which appear to be free from mixture 
with other cells when examined with the microscope ; 
these portions are then carefully excised with iridec- 
tomy knives and are transplanted to fresh medium. 
With care and experience this method yields good 
results with plasma cultures, but is not very successful 
with cultures made in the saline medium. 

SEPARATION BY ULTRA-VIOLET LIGHT. 

This is probably the best means of separation for 
cultures in the saline medium, as after a few failures 
pure cultures can be readily obtained. A series of 
cultures of the selected tissue, say, kidney, are put 
up and examined daily till vigorous growth takes 
place. In one or more of any series of cultures pure 
kidney cells will be found growing free from con- 
nective tissue elements in certain portions of the 
growth. A minute globule of mercury is then care- 
fully pushed on to the preparation and so arranged as 
to cover the selected cells. Provided the globule is 
not too large it will be found to remain in position 
fairly well. The slide is then removed from the 
microscope and placed under a mercury-vapour lamp, 
care being taken that it does not become heated. 
After an exposure of from five to ten minutes it is 
removed, fresh culture medium added, and the slide 
returned to the incubator. On examination it will 
be found that the cells unshielded by the mercury 
have been killed and growth is taking place from the 
small fragment of culture shielded and is pure in 
character. With care the same technique may be 
applied to plasma cultures, but here it frequently 
fails. It is best to grow the primary cultures intended 
for this separation on quartz cover-glasses. 

SEPARATION BY SELECTION. 

If cultures of heart be incubated at a rather high 
temperature, 40° C. for a few hours, the heart cells 
gradually die off, and a pure culture of connective 
tissue is obtained; the same holds for certain 
tumours and other tissues. As a rule this procedure 
cannot be recommended, as it often fails to effect 
a separation. Its chief merit is the ease with which 
it is done and the saving of time secured. Pure 
cultures, having been obtained, merely require 


* Lecture I. appeared in THE Lancet of April 21st. 
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tissues 


frequent subculture to maintain growth indefinitely. 


As a matter of routine, subculture should be carried 
out every three days, as then the cells are kept in 
a state of maximum activity. Although when 
dealing with normal tissues frequent subculture is 
advantageous, yet it is not necessary to the same 
extent as is found to be the case when growing 
tumours. Cultures of actively pulsating heart have 
been left for as long a period as 13 days before sub- 
culture, and beating has continued throughout the 
whole period. Cultures may also be obtained from 
tissues removed aseptically and stored in the cold ; 
for example, we have obtained good active growths of 
kidney after 18 days storage in the ice-chest. Exami- 
nation of young actively growing cultures shows that 
growth is normal in all respects ; the mitotic figures 
are quite normal and the chromosomes can frequently 
be counted. The mitochondria are unaltered unless 
the tissue is beginning to require subculture, when 
they may be found to be forming fat. Cultures of 
mamma from a pregnant animal will continue to 
form fat droplets which will render the culture fluid 
very milky. Such a phenomenon does not occur with 
ordinary mamma cultures. 

Epithelium grown in pure culture occurs as a sheet 
of undifferentiated tissue. A pure culture of myo- 
blasts growing as a sheet may show active pulsation. 
Figs. 1, 2, 3, and 4 illustrate pure cultures of heart, 
kidney, skin, and mammary gland respectively. 
Although cultures when pure grow as_ undifferen- 
tiated sheets, differentiation may be induced by 


the addition of cultures of connective tissue. 
Fig. 5 shows a pure culture of kidney epithe- 
lium. If to such a pure culture a portion of 


connective tissue is added, differentiation sets in, 
usually within 48 hours, and rudimentary tubule 
formation takes place. This is well shown in 
Fig. 6, which illustrates a portion of the culture from 
Fig. 5 subsequently grown with connective tissue. 
When we come to consider tumour growth, exactly 
the same thing will be found to occur. The correct 
dosage of connective tissue to produce this result is 
largely a matter of chance. If too much be added 
the connective tissue outgrows the kidney and 
ultimately replaces it; if, on the other hand, too 
little be added, the kidney may fail to react and 
ultimately overgrows the connective tissue. The 
same type of phenomenon is seen in skin cultures, 
which when pure tend to grow as a sheet of somewhat 
spindle-shaped cells, but in the presence of connective 
tissue show signs of commencing keratinisation. 
Fig. 7 illustrates the type of growth so obtained. 
When working with the saline medium and adult 
tissues, the best method of obtaining satisfactory 
cultures, is to use rather larger pieces of tissue than is 
customary with embryos, and to subculture—i.e., to 
renew the culture fluid daily, whether growth takes 
place or not. If a sufficiently large number of 
cultures be put up and treated in this manner a 
proportion of them will be found to show slight traces 
of growth in from 8 to 14 days. Once initial growth 
has been obtained it may be easily maintained by 
repeated subculture. It must be clearly borne in 
mind, however, that for the continued culture of cells 
the medium, whether plasmatic or saline, must 
contain fresh embryo extract. As Carrel has pointed 
out, cultures without such extracts fail. 


ADULT AND EMBRYONIC GROWTHS, 

Adult and embryonic tissues growing in the saline 
medium exhibit a striking difference. While growth 
is practically immediate in embryonic tissues, adult 
tissues always show a very long lag; this point is 
brought out by the accompanying chart :— 

Grouth of Embryonic Tissue in Ordinary Saline Medium 

+ Embryo Extract. 
+++++ 4 days. 
Growth of Adult Tissue in Ordinary Saline Medium + Embryo 


Extract. 
0 0 0 0 0 0 0 0 


+ 4 + + + +++ +4 


+++ 13 days. 


The reason for this curious lag shown by all adult 
become 
R 


will shortly apparent. From a 
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consideration of the phenomena of repair, it seemed to grow and maintain in subculture than were em- 
likely that substances given off by damaged cells | bryonic tissues, and this is still found to be the case, 
would act as a stimulus to cell proliferation, and these the tumours generally occupying an intermediate 
experiments appear to indicate the truth of this position between the embryonic and adult tissues. 
surmise. If tissues such as kidney, spleen, or liver The great difficulty in tumour culture is to maintain 
be finely minced, mixed with an equal volume of the growth in successive subculture and to prevent the 
saline medium, incubated at 30° C. for two or three tumour becoming overgrown by connective tissue. 
hours, and then centrifuged, the supernatant fluid is As an example of the kind of difficulty one meets 
found to contain a substance, or substances, capable with, we may take a rapidly-growing sarcoma, No. 37S 
of accelerating the growth of adult tissues very greatly. of these laboratories. If such a tumour be cultured 
As has already been stated, adult tissues when grown into a plasma-embryo extract, medium growth occurs 
in a saline medium exhibit a very long period of lag in 24 hours, the plasma is liquefied, and one obtains 
during which no growth takes place whatever. If, a ring-shaped growth shown in Figs. 8 and 9. Small 
however, an adult tissue be put up in culture in the portions of the growth may break away from the 
saline medium containing some of the extract above main fragment, and these also grow as typical ring 
described, it is found that vigorous growth will take cultures ; these are well seen in Fig. 9 representing a 
place within a period of from 24-48 hours. Growth single culture in which two small fragments have 
of this nature having once been obtained, if sub- broken away from the main portion and are seen 
cultured into a similar medium—that is, into a medium growing as separate rings. If such a plasma culture 
still containing an autolysed extract—instead of be examined daily, it will be found that degeneration 
continuance of the growth, early degeneration with is setting in on the second day, and in a few days the 
ultimate death of the whole culture takes place. If, culture dies out. I have shown that this is due to sub- 
however, after the initial period of growth such a_ stances liberated from the tumour cells, and that the 
culture be subcultured into the ordinary medium with- degeneration may be overcome by daily subculture 
out an autolysed tissue extract, growth is maintained into fresh medium. When this is done growth takes 
steadily without degeneration setting in, and may be place as a sheet of spindle-shaped cells which may 
kept going for an indefinite period, just as with be kept growing indefinitely. Fig. 10 represents a 
cultures of embryonic tissues. Such growth obtained portion of a pure culture of No. 37 sarcoma. Such 
in this manner appears to be perfectly normal. The cultures inoculated into mice reproduce the same type 
mitoses observed differ in no way from those observed of tumour as that from which they were originally 
in ordinary actively-growing cultures of either em-. grown. Fig. 11 illustrates some of the figures obtained 
bryonic or adult tissue made in the usual manner. We from tumour cultures. 
have here an explanation of the period of lag observed PuRE CULTURES. 
D to It is just as necessary to obtain pure cultures of 
= | tumour cells as it is to obtain normal cells in a like 
becomes sufficient to initiate cell proliferation do we Many 
this substance is, it does not appear to be of the same ¢ ‘il 
nature as embryonic extract, as although it has been off 
minutes, this amount of heat has been found totally & 
inadequate to affect jm any way the patency of sel growth takes place an undifferentiated. sheet of 
adult tissues are made, the tissues being kept ice-cold, 
centrifuged at once without being allowed to undergo P8°e J» pure cultures of embryonic cells when grow- 
tack is found te be tncet and to | with connective tissue, so the same thing is found 
comes io stimulation of growth in cultures. It is to occur with tumours. For example, we see that in 
ay ed tissue. o such a pure 
medium. This fact should be borne in mind, as when ‘he form of acini, and the whole culture strongly 
growth in mand resembles normal mouse mamma. Fig. 14 illustrates 
very important aspect.! this type of differentiated growth. Figs. 15 and 16 
: ’ show the same thing. To a culture of heart contain- 
—_— ing connective tissue a fragment of a pure culture of 


LECTURE III @ carcinoma was added. It will be seen how the 
carcinoma cells invade the heart tissue, and as they 
eliv J , 1923, 


come into contact with the connective tissue, acini 
are beginning to be formed. Fig. 16 illustrates a 
portion of the growth under a higher power. The 
delicate balance between connective tissue cells and 
tumour cells is soon lost with continuous growth, 
and ultimately one type of cell overgrows the 
other; usually the connective tissue grows more 
’ Points dealing with the differentiation of tissues and growth Trapidly, and ultimately it is again obtained in pure 
feet paper "the Journ a Enperienentat We have already seen that autolysed tissue extracts 


Pathology. had a remarkable effect on adult tissue growth; such 


WE have in this last lecture to consider some of 
the points regarding tumour growth outside the 
body, and to contrast it with the growth of both 
adult and embryonic tissues. The earlier workers on 
the subject found that tumours were more difficult 


DESCRIPTIONS OF Fics. 1 TO 7 (LECTURE II.). 
(See Illustrative Ilate.) 


Fic. 1.—Pure culture of embryo rat heart. Forty-eight | Fic. 4.—Pure culture of adult rat mamma. Four days’ old 
hours’ growth in saline medium plus embryo extract. culture in saline medium. 
The sheet showed active pulsation when placed in the | Fic. 5.—Pure culture of mouse kidney in saline medium. Note 
tixative. | growth as undifferentiated sheet. 

Fig. 2.—Pure culture of adult rat kidney. Three days’ growth | F!G. 6.—Pure culture of mouse kidney taken from Fig. 5 and 
in saline medium from a fourth subculture. cultured with pure culture of connective tissue. Four days’ 

growth in saline medium, Note tubule formation. 


Fic. 3.—Pure culture mouse embryo skin. Five days’ culture in | Fic. 7.—Skin cultures growing with connective tissue. Note 
saline medium. keratinisation, 


THE LANCET, April 28th, 1923. 


DR. A. H. DREW: CULTIVATION OF TISSUES AND TUMOURS IN VITRO. 


(LECTURE II.) 
Fic, 1. Fic. 2 


4 
7 i 
7 ‘ } 
i 
Si. 


Descriptions to Illustrations are on opposite page. 


Ah 
Fic. 4 
at 
| 


DR. A. H. DREW: CULTIVATION OF TISSUES AND TUMOURS IN VITRO. 


(LECTURE III.) 
8. Fig. 9. 


Fic. 13. 


A 


CS: 


Descriptions to Illustrations are on opposite page. 


mo. 10. 
4 
14 
Ky Fig. 12. 
Gran 
Qe | 
a ‘ 
& 


THe LANCET, | 


—- 


DR. A. H. DREW: CULTIVATION OF TISSUES, 


ETC., IN VITRO. [Apri 28, 1923 835 


an effect is well shown by the accompanying 
chart, which illustrates the growth of adult 


Fic. 17. Fig. 18. 


tissues in ordinary saline media and in media 
with an autolysed extract added. 


Growth of Adult Tissues in Ordinary Saline 
Medium. 


3 4 678 9 10 11 12 13 14* days. 
Growth of Adult Tissues in Saline Medium Plus an 
Autolysed Tissue Extract. 

1 2* days. 


The black figures indicate renewal of culture fluid 
and the asterisks commencement of growth. 


1 2 5 


Tumour cells in such a medium = are 


adversely affected. A rapidly-growing tumour 


r 


shows very early degeneration, while slower- 


growing tumours appear to be stimulated to Fig. 17.—Kleven-day old culture of adult rat kidney in saline 
faster growth, but here again early degenera- medium plus embryo extract. Note comparative absence of 
tion sets in very rapidly. It can be shown that 

tumours spontaneously liberate some substance Fie. 1. -Forty-hour culture of portion of adult kidney shown 


or substances similar to those formed during 
tissue damage, for a fresh extract’ prepared 
from tumours in the cold contains very 
potent growth-stimulating substance for adult 
tissues. Fig. 17 shows an 11-day growth of adult rat 
kidney in an ordinary saline medium plus embryonic 
extract. It will be seen that only a minimal trace of 


Fic. 19. 


in Fig. 17 grown in saline medium plus embryo extract with the 
addition of a tumour : 
and compare with Fig. 17. 


extract. Note 


large amount of growth 


it must be borne in mind that the culture here is 
only 48 hours old, compared to the 11 days’ 
growth of the other. The growth obtained by 


the aid of such extracts is frequently of an explo- 
sive character—that 
to say, growth may 
occur all around the 
original fragment, and 
portions becoming de- 
tached grow about on 
the slide in all direc- 
tions; such a type of 
growth being illustrated 
in Fig. 19. 

On applying such a 
method quantitatively 
with a series of different 
tumour strains, it is 
found that they vary 
greatly in the amounts 
of active growth-pro- 
moting substance they 
contain. Thus a rapidly 
growing tumour yields 
large quantities, whilst 
a slow-growing one 
vields very much less, 
The same re: ult appears 


1s 


20. 


to take place in vivo, 


as if such autolysed 

Fic. 19.—Portion of adult kidney culture in Fic. 20.—High power view of portion extracts be injected 

saline medium plusembryo and tumourextract. of growth shown in Fig. 19. Note into tumour - bearing 

Note explosive character of growth portions active mitosis of a perfectly normal enieatie avewth ta dell- 
becoming detached and growing over the slide type. 


in different directions. 


growth has taken place. Fig. 18 shows a portion of the 
same kidney incubated in the same medium, but with 
a fresh extract of a rapidly growing tumour added. It 
will be seen that enormous growth has occurred, and 


DESCRIPTIONS OF FIGS, 8 TO 


nitely accelerated. The 

young growths obtained 
by means of such extracts appear to be quite 
similar to the ordinary rapidly-growing cultures, the 
mitoses being quite normal. Fig. 20 illustrates one 
of these growths as seen with a hiigh power. 


16 (Lecture ITTI.). 


(See Illustrative Plate.) 


Fig. 8.—Twenty-four hour culture of No, 37 sarcoma in rat 
plasma plus embryo extract (low power). Note liquefac- 
tion of medium and ring-shaped growth at periphery. 


Fic. 9.— Eighteen-hour enlture of sarcoma in rat plasina only 
(low power). Note how small fragments have broken away 
from the large original fragment each growing and forming 
ring-shaped growths. 


Fic. 10.—Pure culture in saline medium plus embryo extract 
of No, 37 sarcoma (medium power). Note growth as mass 
of spindle-shaped cells. 


Fire. 11.— Mitotie figures from tumour cultures in saline medium’ 
Fic. 12.—Young culture of mammary carcinoma growing in 
saline medium, plus embryo extract. Note growth in 


finger-shaped processes which may be utilised for obtaining 
pure cultures, 


Fig. 13.—Pure culture of mammary carcinoma growing in suline 
medium, Note growth is as an undifferentiated sheet of 
tissue. 

Fig. 14.--Pure culture of mammary carcinoma 206 grown 
in saline medium plus embryo extract with culture of 
connective tissue. Note that the tumour cells no longer 
grow as undifferentiated sheet but from acini. The 
whole growth strongly resembling normal mouse mammary 
gland. 

Fig. 15.— Culture of carcinoma 206 grown with heart culture 
containing connective tissue. Note how tumour invades the 
heart tissue and on coming into contact with the connective 
tissue elements forms acini (low power). 

Fig. 16, 

in. 


High power view of small portion of culture shown in 
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OF MEDICINE, UNIVERSITY OF GLASGOW ; DISPENSARY 
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(Working on behalf of the Medical Research Council.) 


OF THE 


THE varieties of hemorrhage which are found in the 
new-born form a subject which is of some importance 
in the study of the factors which lead to death of the 
foetus before and during birth and of the infant in the 
lirst few days of life. In the first place two perfectly 
distinct forms of haemorrhage are to be differentiated. 

1. The so-called ‘‘ hemorrhagic diathesis of the 
new-born ’’—a convenient if somewhat inaccurate 
term which includes several varieties of haemorrhage of 
known and unknown origin. 

2. The important group of true birth haemorrhages— 
with which, chiefly, the paper deals. 

The subject of hemorrhage in the new-born is one to 
which a good deal of attention has been drawn 
recently, but it is by no means a new one. Scattered 
through the medical literature of the past 30 years 
and more one finds references to it. There is often 
evidence of complete confusion between the various 
forms of bleeding met with, and their relative 
frequency and importance have seldom been suffi- 
ciently emphasised. It may. therefore, be of interest 
to present the subject briefly, and to refer to some of 
the results of the work which is being carried out in the 
Research Department of the Glasgow Royal Maternity 
and Women’s Hospital on behalf of the Medical 
Research Council. 


1. The Hemorrhagic Diathesis of the New-born. 


All the varieties of hemorrhage which are included 
for convenience in this group are of rare occurrence. 
Only a few cases have come under my observation, and 
I therefore deal with this aspect of the subject 
briefly. On the one hand they are to be distinguished 
from the true birth hemorrhages, and on the other 
from hemophilia. All three types of hemorrhage are 
quite distinct in etiology. In 1891 Townsend read a 
communication before the Boston Medical Society 
in which the term “ hemorrhagic disease of the 
new-born ”’ was applied to a condition in which small 
or large effusions of blood occur in various parts of the 
body—apparently spontaneously. He pointed out 
the transitory nature of the illness, and in discussing 
its etiology was inclined to favour an infective origin. 
He was probably the first observer to make a clear 
differentiation between such spontaneous hemor- 
rhages and the asphyxial and traumatic hamorrhages 
of birth. The commonest manifestations of these 
spontaneous hemorrhages, which are grouped together 
under the name ‘‘ the hemorrhagic diathesis,”’ are 
bleeding from the gastro-intestinal tract, bleeding into 
the skin, bleeding from the umbilical cord, and late 
bleeding into the suprarenals and other viscera. If 
space permitted one might also mention some of the 
less common forms of the diathesis, such as the curious 
epidemic form of hemoglobinuria described by 
Bigelow and others. There is, undoubtedly, a group 
of hemorrhagic conditions which are definitely 
associated with sepsis in one form or another. From 
the accounts in the older literature it would appear 
that at one time this type of bleeding was very much 
more frequent than it is nowadays. This is not 
surprising in view of the comparative infrequency of 
sepsis generally with the employment of modern 
aseptic methods. There is also a group of cases in 
which hemorrhage appears to be dependent on the 
presence of syphilis. An interesting account of this 
condition was published in 1904 by Hess of Chicago. 
There are still other cases in which no cause can be 


* A paper read before the Southern Medical Society, Glasgow. 


found. Possibly a certain number of these are really 
atypical cases of true birth hemorrhage. 
2. The Heemorrhages of Birth. 

Entirely separate from the various forms of spon- 
taneous hemorrhage, which have been mentioned 
under the general term hemorrhagic diathesis, there is ° 
a large group of hemorrhages which are associated 
with the congestion and asphyxia of birth. It is these 
hemorrhages which form the main theme of the 

resent communication. They are of surprisingly 

requent occurrence, and the question of their preven- 
tion forms a difficult problem which, till recently, has 
not been given the consideration which it merits. The 
extent and variety of these haemorrhages, though 
seldom sufficiently emphasised, is really no new 
discovery. A very complete demonstration of the 
commoner lesions was given by Herbert Spencer in a 
communication published in 1892, and it is interesting 
to compare his findings with the almost identical 
results of more recent observations. That the 
incidence of these forms of haemorrhage should have 
remained almost unchanged suggests that the improve- 
ments in obstetrical technique which have been 
introduced in the past 30 years or so can have had 
little effect on the factors which are responsible for the 
production of these lesions. Without attempting to 
explain completely the #tiology of the haemorrhages of 
birth one may perhaps try to demonstrate in a general 
way the mechanism by which they are produced. 

(a) Prenatal, Intranatal, and Neonatal Asphyxia. 

The foetus in utero is in a state of apnosa. How 
exactly respiration is established is still largely a 
matter of conjecture, but the following theoretical 
explanation is pretty generally accepted. Though 
somewhat incomplete, it seems on the whole reasonable. 
In the course of normal delivery the O, and CO, 
tension are so balanced in the foetal blood that there is 
sufficient oxygen to meet the needs of the tissues 
between the time of cessation of the placental respira- 
tory exchange and the establishment of pulmonary 
respiration, while at the same time the tension of 
CO, remains sufficiently low to prevent stimulation of 
the respiratory centre till the child is born. It is 
probable. though actual proof is still lacking, that the 
tension of CO, required to stimulate the respiratory 
centre during foetal life is very much higher than that 
reached at any time under normal conditions when 
there is no interference with the placental circulation. 
Feldman, in speaking of this aspect of the physiology 
of the neonatal period, accepts as most probable the 
theory elaborated by Schwartz, according to whom the 
foetal respiratory centre becomes more and more 
irritable in the later months of pregnancy as a result of 
the increased venosity of the blood which reaches the 
medulla owing to the gradual narrowing of the ductus 
arteriosus. A condition of partial asphyxia is thus 

roduced, and during labour it is increased by the 
interruption of the placental respiratory exchange. 
The foetus thus passes from a state of apnoea to one of 
dyspnoea, and the respiratory centre is stimulated not 
only by the increased CO, tension of the blood, but 
also by reflex stimuli from the skin so that pulmonary 
respiration becomes established. If these theoretical 
explanations are correct, the child at birth is in a state 
of partial asphyxia which deepens until the respiratory 
centre is sufficiently excited by the increased CO, 
tension and by cutaneous stimuli. We do not know 
what relation the variations in oxygen tension may 
have to the establishment of pulmonary respiration in 
the foetus at birth, but in view of the most recent work 
on the physiology of the respiration it seems unlikely 
that this factor can be ignored. 

It may be accepted that a certain degree of asphyxia 
is normally present before and during birth. Obviously 
any circumstance which leads to an undue lengthening 
of the interval between the cutting off of the placental 
respiration and the establishment of the pulmonary 
respiration must increase this degree of asphyxia to a 
point beyond the physiological limit. Whether the 
interruption of placental exchange of gases be caused 


by premature separation of the placenta or by delay 
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in the birth of the child and in the establishment 
of independent respiration, the result is the same. 
From birth onwards the normal respiratory centre 
responds to increased CO, tension in the blood in such 
a way that the respirations become deeper and more 
frequent, and the partial pressure of alveolar CO, 
is prevented from increasing beyond the normal 
limit. Such a mechanism is, of course, impossible in 
the foetus in utero or during parturition. 

With regard to the production of neonatal asphyxia, 
there are two main factors which suggest themselves. 
The first is the observation that while a moderate 
increase of CO, will stimulate the respiratory centre, 
an excess will ultimately paralyse it. The second 
factor is that the respiratory centre may have its 
activity diminished by interference with its blood- 
supply. In a series of experiments, quoted in 
Luciani’s text-book of physiology, Kusmaul and 
Tenner showed that a gradual arrest of the cerebral 
circulation will so exhaust the respiratory centre that 
marked dyspnoea appears. When the cerebral circula- 
tion is restored, however, there results a period of 
apnoea which they explain on the grounds that the 
normal CO, tension of the blood is not sufficient to 
stimulate the exhausted respiratory centre. It is 
suggested that the first of these factors may be 
involved in the failure to initiate respiration in many 
asphyxiated infants, while the second factor may be 
responsible for those cases in which there has been 
interference with the foetal circulation during birth 
from pressure. In the production of prenatal and 
intranatal asphyxia another factor is occlusion of the 
umbilical vessels either from twisting of the cord round 
foetal parts or from prolapse of the cord during labour. 
Here, again, either or both of the above-mentioned 
mechanisms may be in action. 

The pressure of the contracting uterine walls is, 
undoubtedly, an important element in deepening 
asphyxia and increasing congestion, and it is probably 
responsible for the production of many of the hemor- 
rhages to which reference will be made presently. 
That severe asphyxia may develop in utero from 
interference with the placental respiratory exchange 
before labour has commenced at all can be demon- 
strated in cases of maternal death from accidental 
hemorrhage in which no labour pains have occurred. 
As the degree of asphyxia deepens the circulation 
becomes more and more embarrassed and congestion 
appears throughout the body. The heart continues to 
act and the congestion becomes more marked. If no 
relief is obtained, the congestion becomes so great 
that certain of the smaller vessels give way and 
petechi# and capillary oozings appear in various 
situations. There may even be gross hemorrhage into 
the viscera. All these effects may be produced by the 
asphyxial congestion alone, quite apart from the 
additional trauma of labour. This is shown in the 
cases of concealed accidental haemorrhage just men- 
tioned. When, however, there are added to this 
extreme congestion the force of strong uterine contrac- 
tions and the pressure of the passages to which the 
child must be moulded, the risk of gross hemorrhage is 
enormously increased. It is not surprising to find, 
then, that in a very large number of cases such 
hemorrhages do exist. 


(b) Traumatic Hamorrhages (Intranatal). 

In addition to the hemorrhages which arise as 
described from extreme congestion alone, there are 
various types of bleeding which are produced by 
trauma superimposed on asphyxial congestion. To 
this class belong most of the grosser forms of intra- 
cranial and visceral hemorrhage. Such trauma may 
be due either to pressure of the maternal parts or to 
obstetrical interference. The importance of asphyxial 
congestion as a predisposing cause of these hemor- 
rhages was pointed out by Ashby in 1890. Spencer, 
on the other hand, was inclined to lay more stress on 
trauma as the main factor in their wtiology. From 
our findings at the Maternity Hospital one has the 
impression that the presence of asphyxial congestion is 
the essential element in the production of hemorrhage, 


that the increase of this congestion by the pressure of 
the maternal passages is the next most important 
element, while injuries due to abnormalities of 
presentation or to operative interference occupy the 
third, though still one of the important places in the 
wtiology of these lesions. 

It is in the production of severe intracranial 
hemorrhage and the grosser forms of visceral hemor- 
rhage that intranatal injury shows its greatest effect. 
The work of Holland, and later that of F. J. Browne, 
has drawn attention to the frequency of injuries to the 
dural septa—particularly the tentorium cerebelli. 
Such dural tears are in many cases the cause of 
gross fatal intracranial hemorrhage. While this 
incidence has not been so great in the cases examined 
by Prof. A. M. Kennedy and myself in Glasgow as 
in those examined in London and Edinburgh, their 
frequency is still sufficient to make them rank among 
the important lesions associated with birth. To the 
same category belong many of the cases of gross 
hemorrhage into internal organs and rupture of the 
capsule of the liver with intraperitoneal bleeding. 

Results. 

Having thus briefly outlined the mechanism by 
which the hemorrhages of birth are produced, one 
may now consider the results of these processes—the 
actual lesions found in the new-born. These results 
are based upon an investigation of 200 mature 
infants and 200 premature infants, which was carried 
out by Prof. Kennedy and the present writer. 

Hamorrhages (see Table 1.). 

Mature Infants.—In the series of 200 mature 
infants hemorrhage of greater or less degree was 
present in 154 cases—a percentage incidence of 77. 
If allowance be made for certain craniotomy cases, 
the incidence rate of hemorrhage in this group of 200 
mature infants becomes approximately 80 per cent. 


TABLE I.—Jncidence of the Various Grades of Hamor- 
rhage in 200 Mature and 200 Premature Infants. 


Lesion. Mature. Premature. 


| Per cent. 
80 


Per cent. 

Hemorrhage—all grades. . 66°5 
Capillary oozings or petechia only 30 
Gross hemorrhage . 50 
Gross intracranial he morrhage ee 32 
Gross intracranial hemorrhage and 

visceral hemorrhage 10 
Visceral hemorrhage without “intra- 

cranial hemorrhage wit 13 
Intracranial he morrhage alone 22 
No hemorrhage on 20 


In 55 instances, however, the hemorrhage consisted of 
capillary oozings or petechie only, and if these be 
neglected, there was gross hemorrhage in 99 cases— 
approximately 50 per cent. of the series. There were 
65 cases—about a third of the series—-which showed 
meningeal hemorrhage of a gross character. In 44 
of these cases meningeal haemorrhage was the only 
gross hemorrhage present—though capillary oozings 
or petechie# were noted in most instances—while in the 
remaining 21 cases the meningeal hemorrhage was 
associated with gross hemorrhage into the viscera. 
In 34 cases—approximately one-sixth of the whole 
series—there was hemorrhage into the viscera without 
meningeal hemorrhage. This group contained eight 
cases of craniotomy, however, so that it would be 
more correctly estimated at 26—an eighth of the 
series. 

Premature Infants.—-Two hundred premature in- 
fants which were born during the eighth or ninth 
lunar months of pregnancy were examined, and it was 
found that in 133 cases hemorrhage was present. 
This is an incidence of 66-5 per cent. over the whole 
series of 200 cases, and the correction necessary to 
allow for the inclusion of craniotomy cases is here 
negligible. In 52 of the premature infants the 
bleeding did not amount to more than capillary 
oozings or petechie, so that there was gross hzemor- 
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rhage in 81 cases—approximately 40 per cent. of the 
whole. Meningeal hemorrhage, apart from other 
gross bleeding, was found in 30 cases, and in 25 cases 
there was meningeal hemorrhage associated with 
hemorrhage into the viscera (approximately one-fifth 
and one-eighth of the series respectively). In another 
eighth of the cases—26 to be exact—there was gross 
visceral hemorrhage without meningeal haemorrhage. 
The inclusion of two cases of craniotomy in this group 
makes little difference to the figures. 


Comment. 

In comparing the incidence of hwmorrhage in the 
group of mature cases with that in the group of 
premature cases the most striking difference is that, 
while only 20 per cent. of the mature infants were free 
from hemorrhage, practically 35 per cent. of the 
premature infants had escaped. The percentage 
incidence of most of the types of haemorrhage is 
lower in the premature group than in the mature 
group by a fairly constant amount: but the incidence 
of meningeal hemorrhage was the same in both. 


Tentoria! Injuries (see Table I.). 

The incidence of tentorial tears was practically the 
same in the two groups-——?-5 per cent. of the mature 
infants and 10-5 per cent. of the premature infants 
showing complete or incomplete rupture of this 
structure. These figures are low compared with the 
findings of other workers, but they may be explained 
in part at least by the presence of a large number of 
cases of craniotomy in the series. Thus, in the group 
of 200 mature infants there were 20-5 per cent. of 
craniotomies, while in the premature group there were 
2:5 per cent. of craniotomies. Most of these were 
failed forceps,’ and presumably the majority would 
have shown tentorial injuries had the head not been 
destroyed at operation. It seems permissible to add 
the greater number of these craniotomy cases to the 
group showing tentorial tears. If this be done, the 
incidence of tentorial tears becomes approximately 
30 per cent. in the mature group and 12 per cent. in the 
premature group. This is equivalent to 24 per cent. 
of the total 400 mature and premature cases. 

With regard to the factors leading to the occurrence 
of these ruptures of the tentorium, it is to be noted that 
in 79 per cent. of the mature infants showing such 
injuries the labour was abnormally long, and in 
9 per cent. it was precipitate. Among the premature 
infants no cases of precipitate labour were associated 
with tentorial injuries, but 90 per cent. of the cases of 
tentorial tearing in the group had been delivered after 
a protracted labour. Contracted pelvis was present 
in the mothers of seven (about one-third) of the 
mature infants, and in two (about one-tenth) of the 
premature infants showing tentorial tears. Ante- 
partum hemorrhage had occurred in four (about one- 
fifth) of the mature cases and in 11 (about one-half) 
of the premature cases. Version had been performed 
in three (about one-seventh) of the mature cases and 
in eight (about two-fifths) of the premature cases. 
In six (about one-third) of the mature cases and in 
four (about one-fifth) of the premature cases there 
had been a forceps delivery. With regard to the 
presentation, it was found that in 47 per cent. of the 
mature cases and in 52 per cent. of the premature 
cases the child was delivered by the breech. This 
high proportion of breech cases demonstrates the risks 
of tentorial injuries which are associated with the 
comparatively rapid delivery of the aftercoming head. 
Only one transverse presentation occurred in each 
group. 

The effect of such injuries in causing intranatal 
death is demonstrated by the fact that 84 per cent. of 
the mature infants and 66 per cent. of the premature 
infants showing tentorial tears were still-born, while of 
those which survived birth only one lived more than 
a day or so. 


Comment on the Two Series of Cases. 


From the examination of these two series of cases it | 
is evident that the two main types of lesion can be | 


in about 70 per cent. of all the cases, and is distinctly 
more eommon in the mature foetus (80 per cent.) than 
in the premature foetus (66-5 per cent.). The other 
type of lesion, intracranial injury, occurs much less 
frequently, being found in not more than 20 per cent. 
of cases. Like the hemorrhages, this type of lesion 
shows a greater incidence in the mature than in the 
premature foetus. 

Heamorrhages.—With regard to the etiology of 
hemorrhage, the factor of greatest importance appears 
to be the passive congestion which is produced by pre- 
natal and intranatal asphyxia. Postnatal asphyxia 
plays a part in a small number of cases only. 
The degree of congestion depends, chiefly, on the 
length of time which elapses between the interruption 
of the interchange of gases in the placenta and the 
establishment of pulmonary respiration. Sometimes 
the birth occurs so rapidly that the child is in a state of 
apnoea, while in other cases the delay is such that the 
child is asphyxiated to a greater or less degree. It 
may be born before the asphyxia proves fatal, or it 
may die from the effects of asphyxia before delivery. 
That visceral or other hemorrhages may occur from 
asphyxia alone is confirmed by the finding of such 
lesions in several foetuses which were delivered at 
post mortem. In these cases the mother had died 
from the effects of concealed accidental haemorrhage 
before any uterine contractions had taken place. The 
ones was separated from the uterine wall by the 
vemorrhage, gaseous interchange had thus been 
interrupted, and the foetus had died from asphyxia 
with all the usual evidence of extreme congestion and 
petechial hemorrhages. 

That these asphyxial hamorrhages may be supple- 
mented or increased in amount by pressure of the 
parturient canal during labour is obvious. Hemor- 
rhages due to such pressure really fall into the category 
of birth injuries, however. 

From the finding of hemorrhages in infants which 
had died during the first few days of life from broncho- 
pheumonia or some other condition it is clear that at 
least the lesser degrees of birth hemorrhage are not 
necessarily fatal. What effect, if any, they produce 
on the subsequent health and development of the 
child is a question beyond the scope of the present 
study. 

Tentorial Injuries.—The factors leading to the 
production of tentorial lesions are more complex than 
those which give rise to birth hemorrhages. The 
alterations in the diameters of the head, which occur 
during its passage through the parturient canal, 
form the basis of their w#tiology. The size of the head 
in relation to that of the pelvis, the degree of ossifica- 
tion in the cranial bones, the length of the labour, and, 
above all, the presentation and the performance of 
operative measures, are all concerned in the causation 
of tentorial injury. In the present series it will be 
noted that a large proportion of the infants showing 
tentorial tears were delivered by the breech. This 
fact tends to confirm the prevalent opinion that the 
aftercoming head is particularly prone to suffer 
lesions of the dural structure during its comparatively 
rapid delivery. The influence of operative measures— 
particularly of version——is shown by the number of 
premature infants with tentorial tears whose delivery 
had been so complicated. 


Incidence of Still-birth in. Mature and Premature 
Infants (see Table II.). 

In the series of 200 mature infants 90 per cent. were 
still-born in the group which showed capillary oozings 
and petechie# only, 77 per cent. were still-born in the 
group showing meningeal hemorrhage alone, 76 
per cent. were still-born in the group showing menin- 
geal hemorrhage associated with visceral hemorrhage, 
59 per cent. were still-born in the group showing 
visceral hemorrhage without meningeal hamorrhage, 
and 54 per cent. were still-born in the group in which 
no hemorrhages were found. 

In the series of 200 premature infants (eighth and 
ninth lunar months) 65 per cent, were still-born in the 
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TABLE IL.—Jncidence of Still-birth in Relation to the 
Various Grades of Hamorrhage in 200 Mature and 
200 Premature Infants. 


Lesion. Mature. Premature. 
Per cent. 
Capillary oozing or petechize 65 
Intracranial hemorrhage alone 7 56 
Intracranial and visceral he morrhage 7 56 
Visceral hemorrhage alone 76 
Ne hemorrhage 5 43 


Per cent. 


Tentorial tears ‘3 66 


56 per cent. were still-born in the group showing 
meningeal hemorrhage alone, 56 per cent. were still- 
born in the group showing meningeal haemorrhage 
associated with visceral hemorrhage, 76 per cent. 
were still-born in the group showing visceral 
hemorrhage without meningeal hemorrhage, and 
13 per cent. were still-born in the group in which 
* no hemorrhages were found. 


Comment. 


The incidence of still-birth in the various groups of 
mature and premature infants shows several interest- 
ing features. In the first place there is the difference 
of 25 per cent. in the rate for cases showing capillary 
oozings and petechiw only. The next is the very 
similar variation—-20 per cent.—in the rate for cases 
showing meningeal hemorrhage alone. The third, 
and perhaps the most striking point, is the 20 per cent. 
excess of still-births in the premature infants with 
meningeal and visceral hemorrhages over the. still- 
births in the corresponding group of mature infants. 
It may be noted in this connexion that while in 22 
mature infants with meningeal and visceral hamor- 
rhages there were five cases of antepartum hemorrhage 
(23 per cent.), there were 14 cases of antepartum 
hemorrhage (56 per cent.) in the group of 25 pre- 
mature infants which showed meningeal and visceral 
hemorrhages. 

From the examination of such figures as the above 
it is evident that many infants with quite extensive 
birth hemorrhages are born alive and survive. Ina 
number of the cases investigated death had occurred 
from some quite independent condition such as 
broncho-pneumonia or nephritis, and it is probable 
that, but for the intervention of such a disease, the 
child might have survived beyond the period of 
infancy with which one is particularly concerned. 
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RoyAL EASTBOURNE Eyr Hospira.— 
tion was established in 1913 and was first known as the 
Eye Infirmary, but in 1921 it changed its name to Eye 
Hospital and is now known as the Royal Eastbourne Eye 
Hospital. The annual report submitted to the subscribers 
on April 10th showed that the new patients numbered 993, 
an increase of 145 on 1921. 
of the hospital premises was completed during the 


‘This institu- 


year: 


the property was free from debt, and the building and the | 


equipment had been valued at £3200 odd. The cost of 
maintenance had increased from £590 to £768, but despite 
this, last year’s deficit had been liquidated and £70 was 
carried forward. 


| and 
carefully 
| lower third of the posterior or sacral part of the inner 
| surface of the ilium below the tuberosity. 


The purchase of the freehold it curves upwards as far as the middle of this surface, 
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AT a recent clinical meeting I had the honour of 
exhibiting a patient upon whom I had performed a 
resection of the sacro-iliac joint for tuberculosis. 
I propose now to give the results of a survey of the 
literature of the subject, and the records of nine cases, 
for eight of which I am indebted to Prof. Thelwall 
Thomas, who also kindly assisted me in obtaining 
some of the literature ; the remaining case is my own. 

It is just over a century since the tuberculous nature 
of some cases of sacro-iliac disease was first recognised. 
Between 1821 and 1879 numerous papers were 
published, but the majority of surgeons considered 
operation inadvisable. It was not until 1889, when 
Mayo Collier’s paper appeared, that the question of 
operation was reconsidered and began to find favour. 
Collier’s paper was closely followed by others from 
Makins and Golding-Bird, all three surgeons giving 
accounts of cases treated by trephining and scraping 
with fair results. These three papers form the basis 
of the treatment given in most surgical text-books at 
the present day. That this treatment is inadequate 
I shall endeavour to show by what follows. As in 
other surgical problems, an accurate knowledge of 
anatomy and pathology paves the way for an apprecia- 
tion of the significance of the symptoms and signs, 
and is essential to correct diagnosis and _ logical 
treatment. 

Working on these lines, Bardenheuer, in 1899, 
described a method of resection of the joint by means 
of a Gigli saw introduced within the pelvis and cutting 
from within outwards. Bardenheuer’s method errs 
on the side of severity, since it is by no means always 
necessary to perform such a radical operation, and it 
is not easy to adapt it to the varying conditions 
which may be present. The latter provision is 
fulfilled by the method described by Picqué in 1909, 
the principle of which’ is the removal of the portion 
of the ilium overlapping the joint, and the methodical 
following up of the disease, as far as may be necessary, 
from without inwards. After careful study, Picqué’s 
method appeared to me to be based on sound prin- 
ciples, and I adopted it for my patient. I shall give 
the details of technique later, but first it is desirable 
to consider briefly the chief facts in the anatomy and 
pathology of the joint. Only thus are we prepared to 
understand the reasons for the failures in the past 
and the hope of success by more radical treatment jn 
the future. 

Anatomy. 

The sacro-iliac joint can no longer be regarded as 
a synchondrosis and is now generally admitted to be 
an arthrodial or gliding type of diarthrosis. The 
auricular-shaped surfaces on the ilium and sacrum 
are covered by two plates of cartilage. of which the 
sacral is considerably thicker than the iliac. Between 
the two plates is a narrow cleft, provided with a 
synovial membrane ; the size of this cleft varies at 
different ages, and it may be partially or completely 
obliterated by fibrous bands passing between the 
cartilaginous plates. It is the occurrence of this 
latter condition which has caused the joint to be 
described as a synchondrosis. The exact position 
extent of the iliac auricular facet. should be 
noted (Fig. 1). It occupies, roughly, the 


Anteriorly 
and posteriorly it extends to the posterior border of 
the ilium on the inner surface of the postero-inferior 
spine. The bone at the anterior part of the facet is 


* A paper read before the Liverpool Medical Institution. 
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fully one inch thick. The auricular facet on the sacrum, 
according to Fawcett, is ossified from costal epiphyses 
which appear about the eighteenth year, and after 
fusing together, unite with the diaphysis at the 
twenty-fifth year. The iliac facet is formed by the 
diaphysis. The pathological significance of this will 
appear later. Owing to the wedge shape of the 
sacrum, the ilium overlaps it very considerably 
posteriorly and makes the joint difficult of access. 

The ligaments may be divided into two groups, 
capsular and accessory. The capsular ligaments are 
eonventionally described as the superior, inferior, 
anterior, and posterior sacro-iliac, together with an 
interosseous ligament, which is intimately connected 
with the posterior sacro-iliac. These ligaments are 
blended together around the joint to form the capsule, 
but they are chiefly concentrated at the posterior 
aspect, where they occupy the deep crevasse between 
the bones. They effectually shut in the joint 
posteriorly and prevent the spread of pus backwards. 
The accessory ligaments are the great and small 
sacro-sciatic, the sacro-lumbar, and the ilio-lumbar, 
to which may be added the lumbar aponeurosis, the 
tendon of the erector spine, and the fascia lata. 
Surgically their importance lies in their wide attach- 
ment to the lumbar vertebre, sacrum, and ilium, thus 
preventing excessive movement at the joint and 
providing a stout pelvic brace after extensive resection 
of bone. 

The movements permitted are only small in extent, 
but they are increased when laxity of the ligaments 
has occurred in pregnancy. They consist in a gliding 
up and down, and forwards and backwards, together 
with a slight rotation on a transverse axis, which 
permits a rocking movement of the sacrum, the 
promontory passing forwards, the apex backwards, 
and vice versa. The fact that movement is permitted 
at the joint renders it more liable to sprain, the so- 
called relaxation. Apart from movement, the joint 
is subject to the varying pressure and strain of the 
weight of the trunk as it is transmitted, via the joint, 
to the innominate bones and lower limbs. Whereas 
the function of most joints is active, to permit exten- 
sive movement of one part of the body in relation to 
another part the function of this joint is entirely 
passive, and is concerned in the absorption of shocks 
and the easing of strains. 

We should expect, therefore, to find what is 
actualiy the case, that no muscles act directly on the 
joint. Indirectly it is affected by the contraction of 
the muscles of the abdomen, pelvis, back, and thighs. 
In disease of the joint the action of these muscles 
causes pain, and conversely they are liable to spasm 
in an endeavour to fix the joint. 

The nerve-supply is important, since the localisation 
of pain in disease of the joint is very variable, and is 
to be accounted for by the wide distribution of the 
nerves which supply the joint, or are in close relation 
to it. Itis supplied by the superior gluteal, and twigs 
from the anterior and posterior primary divisions of 
the first and second sacral nerves. The lumbo-sacral 
cord and the obturator nerve are related to it anteriorly. 
The nerve roots concerned include the second to the 
fifth lumbar and the first two sacral—practically all 
the roots concerned in the formation of the lumbo- 
sacral plexus. The intimate relations are, above, 
the psoas and iliacus ; below, the pyriformis, superior 
gluteal nerve, and gluteal vessels; posteriorly, the 
dense ligaments and the erector spine ; anteriorly, 
the internal iliac vessels, the lumbo-sacral cord, and 
the obturator nerve ; externally, the ilium covered by 
the glutei ; internally, the upper sacral foramina and 
the sacral nerve roots. These structures are largely 
concerned in determining the position of an abscess 
and its spread in various directions. 


Pathology. 


With regard to the pathology, the disease is rare 
compared with tuberculosis of the spine or hip, and 
particularly so in children. The age-incidence of the 


cases I have studied falls between 20 and 30, and 
there were four males and five females. 


The primary focus is invariably in the bone, either 
sacrum or ilium, the former being the more common. 
According to some, primary infection of the ilium 
does not occur, and this is the more likely since, as 
pointed out above, there is no secondary centre for 
the iliac facet. A primary synovial infection has 
never been recorded. Tuberculous caries ensues, the 
bone becoming softened and eroded ; extension to the 
joint follows sooner or later, and the other bone 
is then attacked. Necrosis frequently occurs, and 
sequestra are common. More or less sclerosis may be 
present in the immediately surrounding bone. Con- 
tinuation of the carious process results in the breaking 
down of the tissues to form an abscess, which gradually 
increases in size and follows the line of least resistance. 
This is determined by the anatomical relations of 
the joint already considered. Intrapelvic abscess is 
commoner therefore than extrapelvic, and the pus 
may follow the psoas sheath downwards into the 
thigh or upwards into the iliac fossa or lumbar region ; 
or it may pass into the thigh, via the lumbo-sacral 
cord and great sciatic nerve or obturator nerve and 
vessels. The superior gluteal nerve and _ gluteal 
vessels conduct the pus to the buttocks; and in 
other cases it has passed between the obturator and 
anal fascia to the ischio-rectal fossa, and has even 
entered the rectum, bladder, or vagina. Extrapelvic 
abscesses point directly in the buttock, but often 
possess several loculi amongst the glutei. 

Eventually, in neglected cases, the abscess bursts 
on the surface ; secondary infection follows and the 
patient’s life is made miserable by the presence of 
a@ sinus discharging pus. These sinuses may be very 
tortuous and of great length; moreover, the walls 
vary greatly in consistence according to whether they 
pass through soft tissues or bones and ligaments. 
Drainage through them is poor; they therefore 
tend to be multiple, and their presence materially 
increases the difficulties of treatment. A _ fatal 
termination follows upon the diffusion of the abscesses . 
and general infection. 


Symptoms and Signs. 

The history of onset is variable ; there is often a 
history of injury or sprain. In one case an influenzal 
attack immediately preceded the joint symptoms; 
in other cases either a swelling or limp may be the 
first sign, and pain may be absent ; more frequently 
the initial symptom is pain, usually associated with 
weakness of the limb and more or less limp on walking. 
The character and site of the pain are very variable ; 
it may be a localised aching or a radiating stabbing 

ain, felt in hip or knee, lower part of the back, 

uttock, or back, or inner side of the thigh, according 
to the nerve-twigs affected. It is usually worse at 
night, and is increased by any movement of the joint 
or neighbouring structures—e.g., sitting, standing, 
walking, or jarring the heel; coughing, sneezing, 
defecation, or micturition ; compression or separation 
of the iliac spines, hyperflexion, or hyperextension of 
the trunk or thigh. In conjunction with the pain 
the patient limps, only short steps being taken with 
the affected limb, and the weight being kept as far as 
possible on the sound side. As a further consequence 
of this a slight scoliosis may be present. In some 
cases, owing to relaxation of the ligaments, the patient 
complains of a peculiar feeling of weakness, as if the 
pelvis were falling to pieces, especially on defecation 
or other abdominal strain. Tenderness on direct 
pressure over the joint is a valuable sign ; this is best 
elicited by pressure over the stero-inferior iliac 
spine, where, as already noted, the joint closely 
approaches the surface. 

Reflex muscle spasm follows in due course in an 
endeavour to fix the joint. The immediate effects of 
this may be to cause further pain owing to irritation of 
the sciatic nerve by the ischial head of the biceps ; 
or deformity, such as flexion of the hip or lordosis, 
from spasm of the psoas. ‘lhe iatter condition may 
also be due to direct irritation of the muscle. Later 
this spasm leads to atrophy of the muscles, most 
obvious in the flattening of the buttock and loss of the 
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gluteal fold. In about three and a half months 
from the onset, on an average, a fluctuating swelling 
appears in one or other area, as outlined in discussing 
the pathology. It may or may not be tender on 
palpation and there may be an impulse on coughing. 


Diagnosis. 


The difficulties of diagnosis are to be accounted for 
in several ways, and at the outset I may say that there 
is no sign pathognomonic of this disease. Compression 
of the ilia is frequently painless when extensive 
disease is present; on the other hand, it gives rise to 
pain in primary disease of the acetabulum. The 
prominence given te this sign is therefore unjustified. 
Mistakes in diagnosis appear to be due in the first 
place to inefficient examination. It cannot be too 
strongly emphasised that in the examination of a 
patient complaining of persistent pain in the back, 
or sciatica, the practitioner is not giving himself 
a fair chance unless the patient is stripped so as to 
expose the whole of the back and legs. It is only by 
a careful routine examination of the spine, pelvis, 
and lower limbs, together with rectal and vaginal 
examinations, that mistakes in diagnosis are to be 
avoided. Moreover, the protean character of the 
symptoms and signs confuses the mind, and secondary 
effects are apt to be taken for primary lesions. Lastly, 
the undoubted rarity of the disease, and the 
inconspicuous nature of the functions of the joint, 
lead to the condition being entirely forgotten, 
especially as more common diseases are so frequently 
simulated. 

In the early stage, before abscess formation, the 
most reliable sign is the presence of tenderness on 
direct pressure over the joint. Patients frequently 
complain of pain over the joint in sciatic neuritis or 
other conditions, but as a rule true tenderness is 
absent. In discussing the pathology, it has been 
seen that the infection is primarily in the bone, and 
one would expect that a radiogram would show some 
change in the shadow. This must depend on destruc- 
tive bone changes, which probably take one or two 
months to develop. X ray examination, therefore, 
is a valuable confirmatory test, and should be 
repeated after an interval in a suspected case. The 
other symptoms and signs are commonly present in 
other diseases, and appear more likely to mislead than 
to aid in diagnosis. In the later stage after the 
formation of an abscess, the presence of a fluctuating 
swelling, together with the tenderness over the joint, 
and the X ray appearances, renders the diagnosis a 
simpler matter. The abscess may point, however, at 
a considerable distance from the joint. 

The question of differential diagnosis is so extensive 
that it is impossible to discuss it adequately in the 
time at my disposal. I can only briefly allude, as 
follows, to some of the more important conditions 
which may give rise to difficulty. 

First, other diseases of the joint. It must be 
remembered that it is subject to the same lesions 
which occur in other joints. Of these the acute 
infections (pyogenic or gonorrhoeal), osteo-arthritis, 
and sprain are the most important. The chief 
distinguishing characters are the acute onset, pyrexia, 
and more rapid course of the infective conditions, 
the likelihood of other joints being affected, the 
history, and the X ray appearances. Clinically it 
is impossible to distinguish between early tuberculosis 
and sacro-iliac sprain or relaxation, but the latter 
speedily recovers with rest and strapping of the 
pelvis; the radiogram is negative. 

Secondly, affections of the neighbouring bones and 
joints, such as tuberculosis of the hip or spine, scoliosis, 
chronic sprain of the back, sarcoma of ilium or sacrum, 
and malformation of the fifth lumbar transverse 
process, may be excluded by careful examination and 
the radiographic appearances. For instance, in hi 
disease limitation of movement is quite definite in all 
directions ; in sacro-iliac disease gentle examination 
shows that movement at the hip-joint is painless in 
one or other direction. The same remark applies to 
the spine. <A radiogram will show growths of the 


bones or periostitis of the fifth lumbar transverse 
— in cases where it impinges on the crest of the 
ilium. 

Thirdly, affections of nerves; true sciatic neuritis 
is distinguished by the tenderness of the nerve trunk 
and the absence of tenderness over the joint. This 
requires careful demonstration, since the chief tender- 
ness of the nerve is sometimes at the lower part of 
the great sacro-sciatic foramen, a site fairly close to 
the lower part of the joint. Muscular atrophy may be 
present in either condition, but anzsthesia points to 
neuritis. The nerve may be involved in sacro-iliac 
disease, in which case tenderness is present over the 
joint and nerve, and the other joint signs are also 
present. Tumours of the cauda equina give rise to 
pain, and later anesthesia, in the distribution of the 
posterior roots, and atrophy of muscles supplied by 
anterior roots. At first unilateral, this closely simu- 
lates sacro-iliac disease, but the atrophy of muscles 
occurs earlier, tenderness is not localised to the joint. 
and the anesthesia is against it. Moreover, lumbar 
puncture may show presence of albumin and fibrinogen 
in the cerebro-spinal fluid. 

Lastly, other affections, such as growths in the 
pelvis, ovarian or uterine disease, or appendicitis may 
give rise to pain about the joint, but should be excluded 
by the routine examination. I must confess that I am 
somewhat sceptical as to the difficulty of diagnosis in 
some of these conditions, but Rugh mentions two 
cases of appendicitis simulating sacro-iliac disease, 
in one of which a competent surgeon curetted the 
joint ! 

Prognosis. 

The prognosis in the past was invariably bad, and. 
judging from the records, it is not greatly improved 
by limited methods of trephining and _ scraping. 
This is only to be expected from the anatomical and 
pathological evidence already considered. On the 
other hand, this forms the clearest indication for 
more radical methods, and the records of cases thus 
treated are very encouraging. It is very difficult. 
however, to arrive at a clear conclusion as to the value 
of a method of treatment in a small series of cases. 
The rarity of the disease precludes the possibility of 
impressive statistics, and we must form the best 
judgment we can from the evidence available. 

Of Mr. Thelwall Thomas’s eight cases, between 
1905 and 1916, an abscess was present in all except 
one. Two cases were not operated upon; one of these 
had no abscess and was cured by rest, the other was 
a boy of 15 whose abscess burst spontaneously. Of 
the six cases operated upon, five were incised and 
scraped ; three of these were discharged with sinuses 
present, in the other two the condition on discharge is 
not stated. In the sixth case the joint was excised 
and the patient was discharged cured. I have only 
been able to trace three of these cases. One is the 
boy, whose sinus is now healed, the other two were 
cases which were incised and scraped, and discharged 
with sinuses present ; one of these died two months 
later, the other is now in Fazakerley Hospital, confined 
to bed with five sinuses. We may take it that, in 
Mr. Thomas’s hands, these results are as good as 
anyone would have obtained by the less radical 
methods. For our present purpose it is significant 
that a cure followed in the only case where excision 
was performed. 

Turning to the results of the more radical methods, 
Picqué records five cures in seven cases. My patient, 
aged 31, had a large extrapelvic abscess and a seques- 
trum was present; the operation was performed in 
September, 1921. At the present time he shows no 
sign of local recurrence, has gained over a stone in 
weight, is able to walk without a limp, and follows his 
previous occupation. 


Treatment, 


Coming now to the question of treatment, enough 
has been said to show that the old method of trephining 
and,scraping is not sufficiently radical, since it does 
not permit of complete removal of all the diseased 
bone, and gives at best a very poor and imperfect 
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approach to the more common intrapelvic abscess. | cut away depends on the extent of the disease, and 


I very much question the permanent value, in cases 
where an abscess is present, of the bone-graft opera- 
tions described by some American surgeons, with a 
view to fixing the joint, and shall not discuss them 
here. Nor can I here discuss the ethics of conservative 
treatment, beyond saying that I should give it a 
trial in children. 
Picqué’s Method. 

I shall now pass to the details of Picqué’s method, 

which is based on the following principles: (1) an 


approach to the joint by cutting away the posterior | 
overlapping portion of the ilium; (2) the resection | 


of more or less of the sacrum, as may be necessary, 


(3) the methodical following up of the disease by 


varies from a simple curetting, or a superficial chipping 
by the gouge, to afr extensive resection of the lateral 
portion of the sacrum. 

This method of approach permits of bone being 
cut away precisely from the neighbourhood of the 
nerve roots with little danger of injury. On the other 
hand, if the curette is relied upon with insufficient 
exposure, nerve injury is only too probable. Moreover, 
an intrapelvic abscess can be completely evacuated 
and explored, due regard being paid to the important 
structures in relation to the anterior surface of the 
joint. The bony walls of the cavity are now made as 


| smooth and regular as possible, avoiding depressions 
to the complete evacuation of any intrapelvic abscess; | 


and pockets which favour retention of discharges. 
The whole area is swabbed with bipp. and the wound 


means of the gouge or curette, so that a smooth packed with gauze soaked in iodoform emulsion ; 
granulating surface may be formed without pockets | the ends of these packs are brought out at the middle 


or sinuses. 
Technique.—This is as follows. 


| of the incision and the remainder sutured. 
The incision is| the next 48 hours fresh dressings are applied, as 


During 


curved (Fig. 2). passing along the posterior third of required, over the original one, which is not disturbed. 


Fig. 1. 


Auricular facct superimposed 
upon outer surface of ilium. 


the iliac crest and downwards on to the lateral edge 
of the sacrum. The knife cuts down to the bone at 
once and the whole flap is raised from the dorsum ilii, 
by a periosteum elevator, until the upper border of 
the great sciatic notch is exposed, with the superior 
gluteal nerve and gluteal vessels coming out of the 
pelvis below it. 
crest are also freed by the elevator. As the flap is 
turned down any superficial abscess is dealt with by 
the curette. In using this instrument my ideal is 
to remove the tuberculous granulation tissue without 
peinteating any fibrous wall that may have formed 
veneath it. If time is to be saved, it should not be at 
the expense of this part of the operation, for I am sure 
that it is most important to get away all tuberculous 
material if possible. 
ligaments usually reveals the track by which the pus 
has travelled backwards. Picqué figures a partial 
and a complete section of the ilium, the former 
limited to the upper half or two-thirds of the posterior 
part of the ilium, the latter including the whole of the 
posterior part, from the iliac crest to the great sciatic 
notch. A reference to Fig. 1, in which the auricular 
facet is superimposed upon the outer surface of the 
bone, shows that the partial operation leaves the 
greater part of the joint behind, and for that reason 
I think the section should always pass into the 
notch (Fig. 2). 

The bone is gradually cut through by chisel or osteo- 
tome, commencing at the iliac crest about 3 inches 
from the postero-superior spine, downwards to the 
junction of the upper and anterior borders of the 
notch. Finally the portion to be excised is levered 
up and removed by cutting the ligamentous fibres 
attached to it. The sacral surface of the joint is now 
exposed (Fig. 3), and any sequestrum present may be 
removed, The amount of bone now requiring to be 


Fia. 2. 


Reflection of flap and line of 
section of ilium. 


Fig. 3. 


Portion of ilium resected ; sacral 
surface of joint exposed. 


) The packs are then removed under gas anesthesia 


The structures attached to the iliac | 


that he can get along without it. 


and the suturing of the wound completed. After 
this extensive operation a considerable amount of 
oozing occurs which is checked by the packs, when 
they are removed firm pressure over wool prevents 
further hemorrhage. 

The patient is kept in bed with the pelvis firmly 
bandaged for four or five weeks, at the end of which 
time a pelvic belt is fitted and he is allowed up on 
crutches. The crutches may be discarded in a 
favourable case at the end of the twelfth week, but 
a pelvic belt should be worn until the patient feels 
One might expect 
much interference with the statics of the pelvis as a 


_ result of this resection of bone, but clinical experience 
An inspection of the bone and | 


shows that this is not the case, even where partial 
resection of the sacrum has been performed. A 
large mass of callus is thrown out by the bone and 
periosteum and the whole area is welded into a 
fibro-osseous mass, which is sufliciently firm to bear 
weight although a certain amount of torsion of the 
pelvis may be present. 
Notes of Author's Case. 

The following are the notes of my case: 

Male, aged 31. In August, 1920, he suffered from 
** sciatica ’’ in the left thigh and lay in bed with severe pain 
for six weeks. When he got up the leg felt weak and 


| powerless, and he supported himself on two sticks when 


walking. By August, 1921, a swelling the size of an egg had 
developed in left buttock; no pain until that month, when 
he felt a sharp pain shoot through the swelling, which was 
also getting larger. There had been a definite loss of weight. 

Condition on Admission.—He was admitted to Bootle 
Borough Hospital on Sept. 5th, 1921. Painless fluctuating 
swelling in left buttock, ill-defined margin, about the size of 
an orange. Side pressure on pelvis does not*cause pain. 
Tenderness on pressure over postero-inferior iliac spine. 


_ No tenderness of sciatic nerve ; some pain on full flexion 
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or extension of left hip-joint; nil per rectum; spine and 
hip-joint normal; chest normal. Radiogram shows blurring 
of outline of left sacro-iliac joint. ’ 

Operation.—On the 9th incision along posterior third of 
iliac crest and along sacrum to-third external tubercle ; 
glutei, periosteum, &c., raised from bone and great sacro- 
sciatic ligament, two superficial abscesses being opened 
en route ; further abscess found in midst of gluteus medius. 
All these abscesses carefully scraped. Suspicious point at 
upper end of great sacro-sciatic ligament proved to be a 
sinus leading to sacro-iliac joint. With osteotome, posterior 
portion of ilium chiselled through into great sciatic notch 
and portion of bone elevated and removed, exposing joint, 
sacral surface of which was necrosed and formed a sequestrum. 
No intrapelvic abscess present. Sacrum gouged and curetted, 
whole area bipped and packed with iodoform emulsion 
gauze. Superior and inferior portions of wound sutured and 
packs brought out at middle. Sample of pus sent to 
pathologist. Some collapse following operation, but 
patient recovered with salines, &c. Fresh dressings applied 
over original. 

On the 10th a fairly good night, more dressings applied 
and salines continued. On the llth I removed packs and 
sutured wound under gas. On the 14th Prof. J. M. Beattie, 
City of Liverpool Bacteriological Department, reported 
B. tuberculosis present in pus. On the 24th wound quite 
healed except two small areas which were granulating. 
No sign of any residual abscess. General condition good. 
On Oct. 4th left leg put up in a Thomas hip-splint, pelvic 
belt applied. On the 13th walking short distances with 
crutches. On the 15th discharged. On the 22nd returned 
for inspection ; walking well with crutches, wound quite 
sound. On Dec. 3rd walking without crutches. 

In August, 1922, patient was thrown out of a pony-cart 
on to his back, but beyond a contusion over the buttock he 
sustained no harm. He still wears a pelvic belt, has gained 
over astone in weight, and continues his previous occupation. 

Conclusion. 

We may fairly conclude, then, from the foregoing, 
that the old operations of trephining and scraping 
are not based on a sound conception of the anatomy 
and pathology of the joint; that the results of these 
methods are poor as shown by the records of cases, 
and that much better results are to be expected 
from more radical treatment. 
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ETHER FOR THE OCCASIONAL 
ANESTHETIST. 
By ARTHUR WATERS, D.M. Oxr., 


HONORARY PHYSICIAN, RADCLIFFE INFIRMARY, OXFORD, 


OPEN 


SoME mystery still seems to cling to the administra- 
tion of ‘* open ether,’ the safest and easiest anzsthetic 
for patient and administrator alike; I therefore 
venture—as one fairly often called upon to give 
anesthetics, but not as a professed anzsthetist—to 
describe the simple apparatus I use and the method 
I adopt. Many a country practitioner resorts to the 
more dangerous drug chloroform, because he has 
never learnt to use open ether and because he finds his 
** Clover’s inhaler ”’ hors de combat when he unearths it 
after a prolonged rest. 

Apparatus. 

First, my apparatus is home-made, with the 
exception of a good “ drop-bottle’’ which, in an 
emergency, can be readily improvised out of a small 
medicine bottle, a rubber cork, and a piece of glass 
tubing. 

The following items are needed: (1) A piece of 
thick white felt? (it can be obtained in. thick), 


: ~The ‘thick white felt can be obtained from Messrs. Maw, Son 
and Sons, 7, Aldersgate-street, London, E.C. 


a 10in. by 6in.; (2) a duster or a small 
towel; (3) a circular piece of ordinary white lint about 
a foot in diameter. The sheet of felt is folded round 
into a cylinder and the edges carefully sewn together 

by a double row of stitches, the inner edges first, the 
outer edges last. The sewing stops at a point about 
three-quarters of an inch from the bottom, and the 
square corners are rounded off. The notch so formed 
fits comfortably over the patient’s nose. At the 
opposite end the sewing is continued to the very top. 
The piece of lint is next to be used to form an 
accurately fitting and perfectly flat diaphragm across 
the cylinder about an inch or an inch and a half from 
the top. The centre point of the circular piece of lint 
is pushed down about three inches into the cylinder 
from the top, the edges uniformly arranged around the 
circumference, slightly pleated, and securely and 
evenly stitched to the top edge of the felt. The lint 
being now securely fixed, it is flattened out with the 
fingers and a further row of stitches carried round 
through felt and lint lower down. Thus a flat 
diaphragm across the cylinder is formed. The edge 
of the lint is allowed to hang down outside all round. 
This completes the mask. 

Technique. 

Before use, the mask and small towel (folded like a 
searf) are placed in a bowl of very hot water for about 
ten minutes and kept hot. Two ounces of pure ether 
are next poured into the drop-bottle. 

As a routine in most cases I like my patients 
(except small children) to have a hypodermic injection 
consisting of 1/12 gr. heroin and 1/100 gr. atropin half 
an hour before the operation. It usually makes them 
pleasantly drowsy and allays nervousness. After 
examining the heart, &c., and with a few reassuring 
words, I thoroughly grease the patient’s chin, lips, 
nose, and cheeks with vaseline, explaining the reason. 
Next I take the mask from the hot water, wring it 
out with my hand and place it lightly over mouth and 
nose. Breathing the moist warm air is quite pleasant, 
and as a preliminary a few drops of eau-de-Cologne 
or tincture of orange may be sprinkled on the mask. 
I next place two or three wisps of dry cotton-wool on 
the diaphragm and drop on to them a few drops of 
ether, telling the patient that I am beginning to give 
him ether and urging him to breathe quite naturally. 
Very quickly he tolerates a more rapid flow of drops 
from the bottle and as the wisps of cotton-wool on the 
diaphragm become saturated a few more may be added. 
The stream of drops should be continuous and directed 
in turn over each segment of the diaphragm. 

When the patient begins to show signs of losing 
consciousness, the little towel folded in the shape of a 
scarf is wrung out, put under the chin and held by 
the left hand up against the mask, the ends are 
brought round the mask on either side of the face, 
obliterating any space between mask and skin through 
which too much air may be drawn in. The notch 
will fit the nose accurately and eyes and forehead are 
absolutely bare and easy of inspection. As uncon- 
sciousness deepens the ether may be dropped more 
quickly, and, in an average case, it will be found that 
when two ounces have been used the patient is just 
‘under’? and ready for the preliminaries of the 
operation. When full anesthesia is established it is 
permissible to place an extra wisp or two of cotton- 

wool on the diaphragm, use a little more ether, and 
cover the top of the mask with a small sheet of wool 
or fold over the edges of the lint, whereby the patient 
for a short time gets less air and a stronger ether 
vapour. It is useful to be able to do this while you 
refill your drop-bottle, or in case you may want to 
deepen anesthesia quickly. At the same time it 
must be remembered—as was pointed out to me by a 
leading anesthetist during the war—that the most 
essential point in giving open ether is that the drug 
should be administered constantly, uniformly, and 
continuously. 

Advantages of the Method. 

I think that the following advantages can be claimed 

for this modification of the ether cone” method : 
R 
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1, An efficient apparatus can be made in half an hour. 

2. The mask being damp and warm at the start, 
the inhaled vapour tends to irritate the mucous 
membranes to a minimum degree. 

3. The patient’s forehead and eyes are uncovered 
and easy of inspection. 

4. “ Going under ”’ is infinitely less disagreeable to 
the patient than in the method which one so often 
sees adopted in which the whole face is covered with 
cotton-wool and a low mask upon which ether is 
slopped promiscuously. 

The felt masks are best cleansed by careful washing, 
followed by a soak in 1 in 40 carbolic. Too much 
boiling causes them to shrink very rapidly and to 
become hard. In any case they shrink after a certain 
amount of use, and so one is provided with smaller 
sizes for children. 


A CASE OF 
PERSISTENT JAUNDICE IN AN INFANT. 


By BERNARD MYERS, C.M.G., M.D. EpIn.. 
M.R.C.P. LOnD., 
PHYSICIAN TO THE ROYAL WATERLOO HOSPITAL, LONDON, 

THE following case of persistent jaundice in an 
infant, with atresia of the common bile-duct and 
biliary cirrhosis of the liver, is of interest. 

An infant, 7 weeks old, was sent to the Royal 
Waterloo Hospital by Dr. I. Outram, of Edmonton, 
being admitted on July 7th, 1922. The complaint 
was persistent jaundice, which had commenced two 
days after birth, becoming more intense during the 
second week and had persisted since. The motions 
were whitish. The urine was very distinctly bile- 
coloured. The child had been taking its food (breast - 
milk and Glaxo) well, and so far had enjoyed good 
health. 

Condition on Examination.—The child showed no 


malformation, was seen to be fairly well nourished and 


markedly jaundiced on skin and conjunctive. The 
urine was distinctly bile-coloured and the faces 
looked whitish or clay-coloured. The infant’s napkins 
showed bile-staining. The liver was considerably 
enlarged, the lower border being over two inches 
below the costal margin. The spleen was not definitely 
palpable. Gentle pressure in the right hypochondrial 
region evidently caused pain, which was no longer 
noted after about a week. Weight of child, 8 Ib. 4 oz. 
Nothing abnormal found in the chest. The mother 
stated that there is no similar case in her family, 
although her three other children had suffered from 
icterus neonatorum which disappeared in four or five 
days. She had had no miscarriages. 

On the 11th there was a clinical note to the effect 
that there had been continuous vomiting since 
admission but the child had taken its food well. The 
icterus was still as marked as previously ; there was 
no pyrexia. The child gained weight until the 14th, 
but on the 21st a loss of 8 0z. since admission was 
noted, and the child was not looking so well. The 
child continued to lose weight, and on August 14th 
the general condition was distinctly worse. The lower 
border of the liver was no longer palpable. The 
child died on the 23rd, aged 14 weeks. 

The jaundice varied slightly during the last two 
weeks, but always remained fairly marked, being 
especially conspicuous on the conjunctive. The 
infant was fed on milk-mixtures which were altered 
to suit the circumstances when weight began to be 
lost, but no change of diet prevented further loss. 
The temperature varied from 96° to 98-4° F.. and the 
pulse from 100 to 145, being mostly about 120. The 
bowels acted from two to three times daily as a rule, 
but sometimes there were four to five motions in 
24 hours. No hemorrhages in the skin or mucous 
membranes were noted at any time since birth. 

The provisional diagnosis made during life was 
“absence. or atresia, of the bile-ducts.’’ Although 
some tenderness existed and a little resistance was 


felt in the region of the gall-bladder nothing definite 
could be made out at any time, and the tenderness 
disappeared during the last two weeks of life. There 
were no signs of syphilis. The Wassermann reaction 
was negative. 

Necropsy.—At the necropsy, which was made by 
my house physician, Dr. Bruce White, within 24 hours 
of death, nothing abnormal was found in the lungs, 
heart, intestinal tract, stomach, glands, or serous 
cavities, although all the tissues were bile-stained. 
No hemorrhages were seen. The liver was small and 
almost completely hidden under the costal arch. It 
was very dark green in appearance and indented on 
the surface in a manner suggesting cirrhosis. The 
gall-bladder was represented by a thin structure 
about one-fourth the ordinary size. 

The liver and portions of the gastro-hepatic 
omentum, stomach, pancreas, and duodenum were 
removed together, placed in Kaiserling’s solution, and 
sent to Dr. T. H. G. Shore, curator of the Museum, 
St. Bartholomew’s Hospital, for an opinion. His 
report stated :— 


“The liver is firm and of a dark-green colour. The 
anterior margin is sharp. The surface is smooth, but 
somewhat tuberculated. raised areas being separated from 
one another by linear depressions which have a branching 
arrangement, and are doubtless due to the close relation 
some of the portal spaces have to the surface of the liver. 
After a short preservation in Kaiserling’s solution the 
weight of the liver is 152 g., which is probably not materially 
different from its weight in the fresh state. Anatomically 
the lobes of the liver are natural. The gall-bladder is small, 
cylindrical, and thin-walled, and contained a small quantity 
of dark-green bile. The hepatic ducts are not distended. 
The openings of the gall-bladder into the cystic duct, and 
of this into the common bile-duct are demonstrable, but the 
lumen of the common duct gradually tapers until it can be 
traced no longer, and the duct is lost in a mass of toughish 
fibrous tissue half an inch or more from what should be its 
termination. The portal vein and hepatic artery are easily 
dissected and are normal. The small portion of the pancreas 
left attached to the specimen contains the duct of Wirsung, 
which can be traced to a papilla on the mucous membrane 
of the duodenum situated about one and a half inches from 
the pyloric sphincter. This doubtless represents the ampulla 
of Vater. No other duct joins that from the pancreas at 
this point. The pancreas presents a normal appearance, 
except for some staining with bile pigment, a condition 
shared also by the duodenum. 

Microscopic examination of the liver shows distension of 
the biliary radicles within the lobules. These small ducts 
contain plugs of dark-green material, and in places the 
adjacent liver tissue is stained in a similar manner. Some of 
the liver cells are small. and their nuclear staining is poor, 
but on the whole the cells are well preserved. The portal 
spaces are prominent: the bile ductules are distended and 
contain the same dark-green material as the bile capillaries ; 
the arteries are thickened by an increase of the tissue of 
their middle coats, and the branches of the portal vein are 
similarly affected. The connective tissue of the portal 
spaces is increased in amount, and is markedly fibrous. 
Such thickened portal spaces can be seen lying at the bottom 
of fissures from the surface, as described above. Fibrosis 
is limited to the neighbourhood of the portal spaces.” 


Remarks. 


Rolleston.' writing of this condition, states that the 
cirrhosis of the liver is first (probably) and cholangitis 
and obstruction of the ducts secondary and later 
results. Holmes? is of opinion, however, that it is 
usually a developmental anomaly and not the result 
primarily of inflammatory processes. He does not 
think that congenital obliteration of the larger bile- 
ducts is an extremely rare condition. A good number 
of cases have now been reported. Holmes quotes 
Benecke to the effect that in the 74 cases recorded 
by him the constriction or atresia occurred at the level 
of the papilla of Vater in the great majority of cases. 
Thomson * states that of 67 cases 41 were males and 
26 females. Rolleston' further remarks that “ the 
spleen is usually enlarged, sometimes very greatly.” 
(In this case it was never definitely enlarged.) ‘ The 
jaundice may be present at birth ... in some 


1 Diseases of the Liver, Gall-Bladder, and Bile-ducts, 1912. 
* American Journal Diseases of Children, 1916, xi., 405. 
ate Study and Treatment of Sick Children, 1921, Oliver 
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instances the infant is not jaundiced until two to three 
weeks after birth. When once established the jaundice 
is progressive. There is never much itching. The 
meconium is usually normal and rarely devoid of bile. 
The motions are usually clay-coloured from the first. 
Constipation is the rule ; in a few instances diarrhoea 
is noted.’ (In the present case the bowels were 
always freely open.) Hemorrhages from the mucous 
membranes, into the skin, and from the umbilicus 
occur in a large number of cases. (No haemorrhages 
were noted in this case.) Infants usually waste if life 
is sufficiently prolonged (see above). Thomson * 
observes that ‘ no case in which the diagnosis was 
confirmed post mortem has survived the tirst year.” 
As regards treatment, Holmes? states that the 
child’s nutrition must be maintained by administra- 


tion, if necessary, of bile or bile-salts. With regard 
to surgical treatment, my colleague, Mr. J. A. Cairns 
Forsyth, remarks: ‘Since the outlook without 
operation is hopeless, exploratory laparotomy is 
justified on the off-chance that the obstruction may 
be low down in the common duct and anastomosis 
feasible. Unfortunately, only in about 16 per cent. 
of cases are the gall-bladder, cystic, and hepatic ducts 
pervious to the flow of bile. In addition, the patients 
are bad subjects for surgical interference on aecount 
of their tender age and the grave risk of hemor- 
rhage. Failures have been common and successes 
few.’ 

The liver from this case was shown at the Section 
for the Study of Disease in Children of the Royal 
Society of Medicine in November, 1922. 


Medical Soricties. 


BRITISH CONGRESS OF OBSTETRICS 
AND GYNECOLOGY. 


THE Fourth British Congress of Obstetrics and 
Ciynecology was held at the Royal College of Surgeons, 
Edinburgh, on April 19th and 20th, under the joint 
chairmanship of Dr. LAMOND LaAckKIrE and 
HERBERT SPENCER. The societies taking part in the 
Congress consisted of the Royal Society of Medicine 
(Obstetrical and Gynecological Section), Edinburgh 


logical Society, Midland Obstetrical and Gynzco- 
logical Society, Royal Academy of Medicine in 
Ireland (Obstetric Section), Ulster Medical Society, 
and the North of England Obstetrical and Gynzco- 
logical Society. 
of the Edinburgh Society, in a few words welcomed 


the members of the Congress to the ancient City of | 


Edinburgh. 
On April 19th a discussion was held on 
INTRINSIC DYSMENORRHEA. 


Prof. BLain BELL (Liverpool), in opening the dis- 
cussion, said that originally the executive committee 
had hoped to introduce the discussion by issuing a joint 


report upon various aspects of the problem based | 


upon information received from numerous centres. 
For various reasons this information had not been 
forthcoming and he had been asked at a few weeks’ 
notice to prepare the opening paper. His remarks, 
therefore, were based upon the results of his own experi- 
ence and results, derived from hospital and private 
patients, and from the statistical reports published 
by Marie Tobler, May P. Jacobi, A. E. Giles, and 
Catherine Chisholm. He had been surprised to find 


how little statistical evidence was available apart | 
from that contained in the writings of the above ' 


authors. Statistics were of little value for the purpose 
of this discussion unless they were based upon healthy 
subjects. His own cases numbered 1000, of which 
400 were private patients and 600 hospital patients. 

Dysmenorrhcea was a condition which throughout 
the ages had been the cause of much trouble and 
speculation. It was mentioned even in writings 
3000 years B.c. and later by Hippocrates. It was 
only within the last 100 years, however, that any 
attempt had been made to classify the various forms 
of menstrual pain into such types as *‘ neuralgic.” 
** congestive,’”? &c. Marion Sims, in 1880, had first 
insisted that dysmenorrhoea was a symptom and not 
a disease, a point of view which no one disputes to-day, 


The Classification of Types of Menstrual Pain. 
The speaker considered, however, that the classifica- 
tion of the types of menstrual pain in common use 
to-day was not satisfactory, and in accordance with 
modern views based upon pathology rather than 
symptoms. He had suggested the terms “ intrinsic ” 


and 


(2) cochleate ”’ 
Dr. | 


Dr. Lamond Lackie, as President | 


‘hospital cases, 


“extrinsic” as being more in accord with 
scientific fact. The word “intrinsic”? meant 
inherent,’ and included all forms of dysmenorrhooa 
due to some disturbance in structure or function of 
the local organs of menstruation or to general causes 
inherent in the individual. ** Extrinsic’? dysmenor- 
rhoea meant pain due to some acquired lesion. The 
classification of intrinsic dysmenorrhcea which he 
used and taught was as follows :— 

1. Structural Anomalies.—(a) Undevelopment of 
uterus: (1) Undevelopment with normal shape ; 
uterus with or without undeveloped 
ovaries ; (3) acute flexions of fully developed uterus. 
(6) Gross malformations: (1) Congenital hypertrophy 
of cervix; (2) imperfect fusion of Miillerian ducts ; 


I , , (3) atresia of vaginal cervix with single or divided 
Obstetrical Society, Glasgow Obstetrical and Gynzco- | 


cavity. 

2. Physiological Anomalies.—(1) Intra-uterine clot- 

ting: (2) exfoliation of the endometrium. 
A Review of the Facts Elicited. 

Prof. Blair Bell next proceeded to review in a series 
of 16 tables the facts derived from the investigation 
of his own cases and those of the authors mentioned. 
Table 1 showed the relation of the onset of intrinsic 


| dysmenorrhoea to the age of the patient at the time 
of consultation. He found that in 400 private patients 


the average age of onset of menstruation was 15. 
The onset of intrinsic dysmenorrhcea was primary in 
46 per cent. of cases, and secondary in 5 per cent., 
whilst the average age of the patients at the time of 
consultation was 33. In the case of 600 hospital 
patients primary intrinsic dysmenorrhoea was noted 
in 43-5 per cent. of cases, secondary dysmenorrhoa 
in 6 per cent., whilst the average age at time of 
consultation was 35}. Table 2 indicated the frequency 
of the different periods of pain in dysmenorrheea. In 
204 private patients the symptom was pre-menstrual 
in 26-5 per cent., intra-menstrual in 53 per cent., 
and post-menstrual in 1:5 per cent. In 18-5 per cent. 
it was both pre-menstrual and _ intra-menstrual. 
Intra-menstrual and post-menstrual pain was only 
present in 1 per cent. of 299 hospital patients. Prof. 
Blair Bell had found that out of 600 histories of hospital 
patients 63 per cent. complained at some time or 
other of menstrual pain. In 50 per cent. the dysmenor- 
rhoea was intrinsic and in 13-5 per cent. it was extrinsic. 
In the case of girls, in a series of 600 hospital cases 
13-5 per cent. of cases suffered from intrinsic 
dysmenorrhaa. In the case of 600 adults the incidence 
of intrinsic pain was 35 per cent.; 29 per cent. of 
this figure was continued from girlhood. With 
regard to the frequency of dysmenorrhcea in general 
in girls, Jacobi had found pain present in 53 per cent. 
of cases. Giles gave 65 per cent., Chisholm 42 per 
cent. Prof. Blair Bell’s own figures were 46 per cent. 
in the case of private patients and 43-5 per cent. in 
As to the standard between primary 
and secondary dysmenorrhaa, the speaker had taken 
two years after the onset of the menstrual function. 
If pain began coincidently with menstruation it was 
* primary,” if not until two years had elapsed he 
called it **secondary.”” Dysmenorrhoea was primary 
in from 67-69 per cent. of all cases of the intrinsic 
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type, and secondary in 7:5-9°5 per cent. Extrinsic 
dysmenorrhoa, on the other hand, was _ never 
“primary ”’ on the cases investigated, but “ secondary ” 
in 21-5-25-5 per cent. In general the pain is primary 
in 67-69 per cent. and secondary in 31-33 per cent. 
of all cases in the experience of the writer of the 
paper. With regard to the influence of child-bearing 
on primary intrinsic dysmenorrhoea, Prof. Blair Bell 
found that out of 262 hospital cases, 68-5 per cent. had 
had children and of these 21-5 per cent. had been 
cured by pregnancy. In the case of 184 private 
patients, 53 per cent. had been fertile and 49 per cent. 


were subsequently cured. These figures were in 
striking contrast to those of * secondary ”’ intrinsic 


dyvsmenorrhcea, for out of 57 cases all were sterile. 


+ Treatment. 

As regards treatment, if the uterus is undeveloped, 
Prof. Blair Bell advocated the administration of 
thyroid and ovarian extracts. This cures in a large 
proportion of cases. A uterus may be undeveloped 
even when the cavity appears to be normal in length 
as measured by the sound. Consequently the con- 
dition is easily overlooked. If the uterine cavity is 
shortened amenorrhcea is usually present. In the 
* pubescent ’’ uterus, a common cause of intrinsic 
dysmenorrhea, the cervix takes up half the length 
of the uterus, and a diagnosis can only be made under 
general anesthesia. In the cochleate”’ type. or 
‘C-shaped’ uterus, another common cause of 
intrinsic dysmenorrhcea, sections show an undue 
proportion of fibrous tissue. If such a uterus becomes 
pregnant, pregnancy leads to the replacement of the 
tibrous tissue by muscle and the menstrual pain is 
removed, Scanty menstruation means deficient 
ovarian substance. On the other hand, the ovaries 
may be fully developed even if the uterus is pubescent. 
Menorrhagia may then occur. The speaker did not 
think that the so-called ‘** pin-hole ’’ os uteri was a 
cause of menstrual pain. He had seen many cases 
without any dysmenorrhoea at all. If pain was 
=. he attributed it to other developmental causes. 
Vith regard to the * cochleate > uterus, he had been 
much struck by its frequency and by the severity of 
the pain it produced. He had treated 51 cases by his 
method of anterior hysterotomy. and with excellent 
results. Many of these cases had previously been 
dilated and curetted without relief to their pain. 
The operation was not easy owing to lack of space, 
but the technique could be acquired with practice. 
and the results fully justified its adoption. It had 
been stated that congenital displacements of the 
uterus accounted for 45 per cent. of cases of 
menstrual pain. This was contrary to his own experi- 
ence. The speaker had, however, noted the most 
acute pain in cases of congenital undeveloped uterine 
cornua. 

With regard to the question of intra-uterine 
clotting, he was on debatable ground. Fibrin 
ferment was normally absent from the menstrual 
discharge, and he believed that it was extracted by 
the endometrium. Beckwith Whitehouse, on the 
other hand, had asserted that intra-uterine clotting 
was normal, and that it is broken up by thrombo-lysin 
secreted by the cervical glands. He personally did 
not believe that this was so, as the menstrual fluid is 
still of the same character after amputation of the 
cervix. He regarded all intra-uterine clotting as 
pathological, and due to the fact that the blood 
passes through the endometrium so quickly that the 
ferment cannot be extracted. He therefore used 
calcium lactate to tone up the uterus in such cases. 
As regards exfoliation of the endometrium, he had 
never seen the so-called ‘‘ mucous casts.’’ All casts 
not ‘endometrial ’’ are formed of fibrin, 
thought that Cuthbert Lockyer’s description of the 
case was not correct, as they were based upon material 
showing autolytic changes. True ‘ casts” exhibit 
pre-menstrual decidual reaction in different degrees, 
and a typical “ ground-glass ’’ appearance due to inter- 
cellular exudate. All his cases were accompanied by 
menorrhagia. 


and he) 


Conclusions. 


Prof. Blair Bell’s conclusions were as follows : 
(1) Menstrual pain is relative. (2) The importance of 
pathology in the treatment and classification of 
dysmenorrhoea is one of the constant needs of to-day. 
(3) Intrinsic dysmenorrhoea is chiefly primary and 
is common ; extrinsic dysmenorrhcea is secondary and 
very rare. (4) Under-development of the uterus is 
an important factor in intrinsic dysmenorrhcea as a 
cause. (5) Intra-uterine clotting is very common as 
a cause of extrinsic dysmenorrhea. (6) Exfoliation 
of the endometrium is due to stripping up of the 
membrane by effusion of blood. (7) Empirical 
dilatation of the uterus is not only disappointing, but 
is keeping back the scientific study of this condition. 

Dr. R. W. JOHNSTONE (Edinburgh) contributed 
a short paper on the 


Results of Dilatation of the Cervia With or Without 
Curettage 
from figures supplied by his own colleagues, Dr- 
Leith Murray and Dr. J. E. Gemmell, of Liverpool, 
and Dr. J. A. Kynoch, of Dundee ; 576 cases had been 
investigated. 49-8 per cent. were permanently cured ; 
32-8 per cent. were temporarily cured or relieved : 
17-4 per cent. were not relieved, and of these 4 per 
cent. were worse after the operation. Of 218 married 
women complaining of both sterility and intrinsic 
dysmenorrhoea, treated by dilatation of the cervix 
and curettage, 35 per cent. conceived and obtained 
complete or partial relief from dysmenorrhea ; 
14 per cent. conceived without having obtained any 
relief. Two years had been taken as the period after 
operation, at which the results were judged. Graduated 
dilators of the Hawkins-Ambler type were used 
by Leith Murray, and dilatation being carried to 3 in. 
(26 Hawkins-Ambler dilator). Dr. Kynoch and Dr. 
Johnstone had used dilatation by laminaria tents, 
but the speaker could not claim any better results, 
although theoretically the longer dilatation should be 


preferable. Stem pessaries were also used by Dr. 
Lamond Lackie and himself with good results. 
Pozzi and NDudley’s operations apparently found 


favour with very few surgeons on the results received. 


A Further Series of Observations. 

Dr. GEMMELL (Liverpool) summarised a series of 
observations based on 350 hospital cases from 1904 
to 1922. After-histories had been obtainable in 150 
instances. Excluding all extrinsic causes, he con- 
sidered that intrinsic dysmenorrhcea was due to 
faulty uterine contraction, as the result of a functional 
derangement. He grouped his cases as follows: 
Under-development of uterus, 34; mal-development 
of uterus, 210; acute anteflexion, 160; acute retro- 
flexion, 6; atresia of cervix, 6. Investigation of this 
subject was difficult as, except in isolated examples, 
a complete pelvic examination was impossible. 
Further examination of the secretions during the 
periods was also difficult and distasteful to patients. 
No solid microscopic proof, apart from a few sections, 
was available to show actual structural alterations 
in the uterine wall, and he doubted the views set 
forward as to organic obstruction by membranes or 
clots as being a cause of pain. Clots in the vagina 
were no proof of clots being present in utero. They 
were absent in 47 cases and usual in 33 per cent. of 
patients. He thought that interference with the 
‘polarity’ of the uterus was common in mal- 
developments and probably accounted for the pain. 
Marriage appeared to increase menstrual pain rather 
than to diminish it, and sterility was a very usual 
accompaniment. His treatment was to dilate the 
cervix and curette, and introduce a gauze pack for 
48 hours. The dilators he used were those introduced 
by Briggs and Grimsdale, often called the ‘‘ Hawkins- 
Ambler” type. Of 68 cases, 44 per cent. had been 
permanently cured and 10 per cent. relieved for 
periods varying from three months up to seven 
years. The failures amounted to 15 per cent. 

Dr. HERBERT SPENCER congratulated Prof. Blair 
Bell upon his excellent paper. He was surprised, 
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however, to hear no reference made to the work of 
Hermann, Andrews, and Champneys. Also Prof. 
Blair Bell had made no reference to ‘‘ intermenstrual ”’ 
pain, the ‘ Mittel-schmerz”’ of German authors. Dr. 
Spencer was in agreement as to the rarity of primary 
extrinsic dysmenorrhcea. Some years ago he had 
met with one case which he had since recognised was 
due to a utero-rectal adenomyoma. The worst case 
of menstrual pain that he personally had seen occurred 
in a Russian patient with a double uterus and vagina. 
Prof. Blair Bell had stated that only 50 per cent. of 
patients are cured by pregnancy. He wished to know 
what standard of cure was taken, as he thought that 
many more must be relieved at least. Personally he 
could recall very few cases of absolute cure in intrinsic 
dysmenorrhea. Pozzi’s operation did not seem to 
be much used in this country, but personally he had 
seen extremely good results. With regard to the 
operation of anterior hysterotomy, he regarded it as 
rather a severe operation in a young virgin. The old 
hysterotome should do the same thing and much more 
easily. The operation described by Prof. Blair Bell 
did not appeal to him, and he thought it unnecessary. 
Further, he emphasised the fact that it was im- 
possible to dilate a small cervix to 1 cm. without 
producing laceration. He had used laminaria tents 
many times, and his views coincided with those of 
Dr. Johnstone. He had also found stem pessaries 
useful, but was rather afraid of leaving the instrument 
in situ for any length of time. 

Mr. CHRISTOPHER MARTIN (Birmingham) was of 
opinion that the subject was far too long for discussion, 
as in a way it covered the whole field of gynecology. 
He thought that figures relating to dysmenorrhcea, 
whether obtained from hospital or private patients, 
were largely fallacious, as the majority of patients 
complain of menstrual pain. He was of opinion that 
much dysmenorrhea might be prevented if girls were 
brought up on a more rational basis. Further, he 
thought that corsets should be avoided as they were a 
fertile cause of pre-menstrual congestion. Girls should 
have more exercise, and be brought up more as boys. 
Mr. Martin also referred to mild chronic appendicitis 
in childhood as being a factor in the causation of 
dysmenorrhcea in adult life. Dilatation and curettage 
per se he did not consider a satisfactory operation, 
but he had obtained good results by combining it 
with division of the posterior lip of the cervix. He 
thought that Prof. Blair Bell’s operation was very 
difficult to perform in virgins with safety. In con- 
clusion, he emphasised the danger of instituting 
treatment with such drugs as alcohol and morphia. 


A Criticism of Terminology. 


Prof. ARCHIBALD DONALD (Manchester) did not 
like the term * intrinsic ’’ introduced by Prof. Blair 
Bell. The word means “ inherent,’’ and therefore a 
pain could not be called * intrinsic.’””’ Further, where 
is a line to be drawn, as the causation of menstrual 
pain is so diverse. He thought that the one class of 
case everybody could discuss was that of the young 
and apparently normal girl, engaged in some daily 
occupation—e.g., teaching, nursing, &c.—who every 
month, perhaps for one or two hours, is absolutely 
unable to “carry on” on account of the severe 
menstrual pain. This class of- case was relatively 
not very common. In the majority of such he had 
found a “ cochleate ’”’ uterus present. He did not 
agree that the cervix was always elongated and the 
corpus uteri small. Often the reverse was the case. 
Possibly, in addition, a defect in the endometrium 
exists which is so far unrecognised. He certainly had 
found a ‘“ diffuse adenoma’’ present in some cases. 
Further, he was not so pessimistic about the results 
of dilatation and curettage. In his experience 82 per 
cent. of patients were *‘ improved.” It was difficult 
to say how many were “ cured.”” His practice was 
dilate to ‘‘19’’—‘ 20” dilator (Manchester pattern) 
and to scrape with a flushing curette. The uterus 
is packed for 24 hours. In former days he used to 
introduce a stem pessary, but never felt happy about 
leaving a foreign body in utero. One patient had 


ceased to menstruate entirely as a result possibly from 
atrophy of the endometrium. 
Divergent Views. 

Mr. BECKWITH WHITEHOUSE (Birmingham) did not 
agree with Prof. Blair Bell’s classification of the 
physiological anomalies of the uterus as a cause of 
intrinsic dysmenorrhoea, especially in relation to this 
question of intra-uterine clotting. Fifty per cent. of 
all women habitually and normally pass small clots 
from the uterus into the vagina during the menstrual 
function. He had stated this on previous occasions, 
and he repeated it again now. Also he did not believe 
that 50 per cent. of women suffered from intrinsic 
dysmenorrhoea, and he thought that the influence of 
the passage of clots on menstrual pain was very little. 
Prof. Blair Bell and he held divergent views upon the 
factors involved in the menstrual function, and he 
did not think that the arguments as set forward in 
any way refuted his theory. He had never stated that 
the secretion of the cervical glands contained throm bo- 
lysin. Also clots were almost always present in utero 
if a search was made. In health they were certainly 
small and easily overlooked, but he was quite con- 
vinced as to the correctness of his views. Further, 
the composition of the menstrual discharge in the 
human species can be accounted for on a much 
simpler hypothesis than by attributing any special 
power to the endometrium, such as the extraction of 
fibrin ferment. This was too far-fetched, and not in 
accordance with the facts as observed in the human 
species or of those in the realm of comparative 
anatomy. With the other aspects of Prof. Blair 
Bell’s paper he was in complete agreement, and he 
heartily congratulated him upon the very thorough 
and exhaustive investigation. Personally, he limited 
the term “ intrinsic ’’ dysmenorrhcea to those very 
acute cases of menstrual pain which totally incapaci- 
tated the individual whilst it lasted, just as Prof. 
Donald had described. Accordingly, in collecting his 
own statistics his assistant, Mr. Danby, had disregarded 
a large number of mild cases of so-called ‘*‘ dysmenor- 
rhoea ’’ and had only investigated the “ acute ’’ type 
mentioned ; 39 patients of this type had been traced. 
Dilatation and curettage had been performed in 23 
cases, with cure in 6, relief in 12, and failure in 5, 
In two cases the operation was repeated with per- 
manent cure after the second dilatation. Pozzi’s 
operation had been performed twice with only 
partial success. One patient had had four abortions 
after the operation! Of 14 married patients 5 only 
had become pregnant, and of these 4 constitute 4 
of 6 patients who stated out of a total of 14 that 
marriage had cured them. The deciding factor, 
therefore, appears to be not so much marriage as 
pregnancy, and, further, a pregnancy that proceeds to 
term. Abortion does not lead to that development of 
the uterus so essential to promote cure. Mr. White- 
house noted that a so-called ‘‘ cast ’’ can be extruded 
from the uterus quite painlessly, as was the case with 
a patient seen by him a few years ago, who from the 
age of puberty had passed a typical ‘ menstrual 
clot ’’ each month for several years without any other 
hemorrhage and without discomfort. There was no 
menorrhagia in this case, and the speaker regarded 
it as a reversion to the more primitive type of menstrua- 
tion in the lower mammals. 

One interesting point that had resulted from 
Mr. Danby’s investigation of the total cases of 
dysmenorrhea attending the General Hospital, 
Birmingham, was that the number of patients applying 
for relief during the past five years was almost double 
that of the preceding five years. Was this a psycho- 
logical factor and part of the aftermath of war, or 
the result of unemployment and because women now 
had more time on their hands to think of their bodily 
ills ? 


Dysmenorrhea as a Symptom of Uterine 
Maldevelopment. 
Prof. R. J. JOHNSTONE (Belfast) pointed out that 
dysmenorrhea is a symptom, and only a symptom, of 
uterine maldevelopment ; 70 per cent. of women 
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suffer more or less pain at the menstrual epoch, but 
he, too, only regarded menstrual pain as dysmenorrhoea 
when it actually disables the patient. He did not 
think that any gynecologist could cure completely 
true intrinsic dysmenorrhoea, but they could certainly 
relieve it very considerably. He was very glad that 
Prof. Blair Bell had made a clean sweep of the 
old terminology of * congestive’’ and ** spasmodic ”’ 
dysmenorrhcea, but he was very surprised to hear 
that the curative effect of childbirth appeared from 
statistics to be so slight. Had Prof. Blair Bell aimed 
at including in this category only ideal ‘‘ cures” ? 
He was also very glad to find such conditions as 
* conical cervix,”’ pin-hole os, and retroversion 
left out of the list of causes of menstrual pain. They. 
in his opinion, were simply concomitants. He was 
interested in the account of anterior hysterotomy, but 
wondered whether it would stand the test of ten years’ 
experience. With regard to the operation of dilatation 
of the cervix, he was not in favour of dilating to such 
degrees as some speakers had advocated. This was 
not ‘‘dilatation’’; it was divulsion.”’ Also he 
did not believe in leaving solid bodies like ‘ stem 
pessaries ’’ in the uterus. One point had not been 
raised, and that was what is to be done with the 
patient who has had drug treatment and these various 


operations and still complains of severe pain ? Per- 
sonally he had lately used radium to produce 


amenorrhocea in this type of case. 
The Degree of Disablement. 

Dr. Watts EDEN (London) observed that Prof. 
Blair Bell had made a very valuable contribution to 
our knowledge of dysmenorrhcea. He was surprised to 
find how frequent from the statistics dysmenorrho@a 
appeared to be. He could not believe that 50 per cent. 
of all women suffered from dysmenorrha@a. If this 
was stated then we do not all mean the same thing. 
Relativity of pain is a very important factor in the 
case, and we must have some kind of standard. 
Nobody expects the menstrual process to be free from 
pain entirely, but this is not dysmenorrho@a. The 
degree of disablement either as regards work or recrea- 
tion is the true test. He was of opinion that taking 
this as a basis the number of real cases of intrinsic 
dysmenorrhoea was very small. He had placed under 
observation various so-called cases of severe menstrual 
pain, and practically all were found not to exist. 
As a matter of fact, he could only remember one 
real case of dysmenorrhea in 10 to 12 years. He 
did not think it very profitable to employ any fixed 
terminology with regard to dysmenorrhcea, but he 
thought the term ‘‘intrinsic’’ better than the old 
word ‘‘spasmodic.’’ The latter limited the field and 
made us take too narrow a view of the problem, 
disregarding such other factors as the parts played 
by the ovaries and other endocrine glands. With 
regard to the so-called *‘cochleate uterus,’’ he was 
surprised to hear Prof. Blair Bell’s figures. Personally 
he regarded it as being a very rare anomaly, although 
the anteflexed, retroposed uterus was, of course, 
common. The small anteflexed and retroposed or 
cochleate uterus was certainly not common in his 
experience. In many cases one cannot find any one 
anatomical point to account for menstrual pain. 
Dr. Eden also was not in agreement with Prof. 
Blair Bell’s remarks as to the amount of uterine 
hemorrhage being a criterion of the degree of uterine 
development. He was rather of opinion that an 
alteration in the balance of the whole endocrine 
organs may be a more important factor. The 
speaker referred to the alteration in menstruation 
produced by Graves’s disease and myxcedema. 

With regard to treatment, he had been much 
impressed with the operation of anterior hysterotomy 
when first described, but further experience had led 
him to the conclusion that it had no special advantages. 
It was the most difficult operation he had ever 
performed, and the end-results had been no better 
than with simple dilatation. He was in entire agree- 
ment with Mr. Christopher Martin as to the need for 


need for abolishing corsets! One of the most useful 
lines of social research would be an _ extensive 
coérdinated inquiry into the habits, games, and work 
of the adolescent girl and the influence of the same 
on the menstrual function. Dr. Eden, in con- 
clusion, referred to the relief of dysmenorrhcea by 
means of atropine sulphate. In his hands, when 
given in doses by mouth of 1/100 gr. t.d.s. two or three 
days before, or during the menstrual function, 
atropine relieves pain to a remarkable degree. He 
thought that it might be tried with advantage in the 
50 per cent. of cases where all surgical treatment fails, 
and where no obvious anatomical anomaly exists. 


A Problem of Function. 


Dr. J. FAIRBATIRN (London) observed that when he 
lirst received the questionnaire he was not at all clear 
what the word “ intrinsic ** meant. Was it a defect 
in ** structure” with which we were concerned or was 
the problem one of ‘function’? He proposed to 
discuss the matter from the point of view of ** function” 
only. Almost every speaker, with the exception of 
Dr. Eden, had looked on the /ocal effects only. We 
were discussing a purely physiological function, and 
Prof. Blair Bell had attempted to show that 50 to 60 
per cent. of all women were abnormal in this respect. 
Various types of uterus. * cochleate,”’ and so forth, 
were described, but he wished to observe that no 
uterus was made to pattern, and simple variations had 
not been taken into account. Honesty of purpose did 
not always imply accuracy of observation. The views 
of the individual are tinetured by his wishes. Dr. 
Fairbairn wished to lay stress upon the psychological 
aspects of the problem as apart from the anatomical 
and physiological. Pain varies from time to time. 
Sometimes it increases with the responsibilities of 
life, and is often acquired under stress, mental or 
physical. Frequently dysmenorrlhcea is associated 
with very general nervous symptoms such as migraine, 
headache, &c. Prof. Blair Bell had rightly laid stress 
on civilisation and its influence upon menstrual pain. 
Nature means reproduction to follow directly upon 
menstruation, but the exigencies of civilisation prevent 
this. Another point to emphasise, also, is the modern 
tendency to recognise menstruation as necessarily 
being associated with pain, the so-called ‘ poorly 
time.’’ Girls should be brought up as boys, as had 
been mentioned by previous speakers. If pain was 
not expected it frequently would not appear. What 
we require, as Dr. Eden had pointed out, was a 
series of relative statistics relating to women under 
different circumstances. Here in Scotiand, for 
example, what was the influence of out-door occupa- 
tions upon the menstrual function? Dr. Fairbairn 
referred to Dr. Head’s Croonian lecture on the Relief 
of Pain, and he looked forward to the time when 
more would be done by mental training rather than 
by operating. Like other surgeons, his results of 
dilatation or “divulsion”’ of the cervix were not 
good. Success in this respect, however, depends upon 
the psychology of the *‘ operator ”’ and the ** operatee.”’ 
He could not believe that pregnancy had so little 
influence in the cure of dysmenorrhcea, as he had seen 
so many good results from this cause. 

Dr. HAIG FERGUSON (Edinburgh) thought that the 
last speaker was probably correct in his estimation of 
the psychological factor in the cause of pain. Where 
cases are not relieved at all, however, some develop- 
mental defect was probably at the base. He was 
interested to hear the good effect attributed to 
atropine by Dr. Eden, as he himself had also success- 
fully treated dysmenorrhcea for many years with 
hyoscine and belladonna. With regard to the influence 
of ovarian function on menstruation, he quoted 
an instance of three patients in one family, the grand- 
mother, mother, and daughter, who all menstruated 
only two to three times a year and yet all had large 
families. 


Differences in the Character of the Pain. 
Dr. GIBBON FiTzGIBBon (Dublin) called attention 


training of girls, although he did not acquiesce in the | to the difference in the character of pain in extrinsic 
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as compared with intrinsic cases, In the former the 
discomfort began several days before. The true 
intrinsic dysmenorrhcea he regarded as being due to 
spasmodic contractions of the uterus endeavouring to 
dilate the cervical canal. His standard had always 
been based upon interference with the patient’s 
ordinary vocation. He agreed that the psychological 
factor was important but, after all, there was a very 
small number of real cases compared with the figures 
contained in Prof. Blair Bell’s statistics. If the general 
health is improved dysmenorrhcea also often disappears. 
This is possibly due to balancing in the endocrine 
system. The speaker also drew attention to the fact 
that menstruation usually commences at 14-15 years 
of age, whereas with our civilisation sexual life does 
not generally begin until 25-26. Of his own cases of 
true intrinsic dysmenorrhea 60-70 per cent. were 
cured by dilatation of the cervix. Sterility was cured 
in about 50 per cent. of cases. He had given up 
Dudley’s operation as it never divided the os internum. 
He always carried the degree of dilatation to actual 
splitting of the os internum. If not the pain generally 
recurs. The longer the condition has existed the more 
difficult is it apparently to effect a cure. As to the 
onset of symptoms, Dr. FitzGibbon’s own experience 
was not in accord with that contained in Prof. Blair 
Bell's first table. Hyoscine is a useful drug in diagnos- 
ing the anti-spasmodic from the spasmodic type of 
case. The speaker raised the question as to whether 
this condition of undevelopment of the uterus can be 
prevented. Personally, he thought it could by com- 
pelling the adolescent girl to take sufficient mental 
and possibly physical rest. He was much averse to 
mental over-exertion during the growing period and 
deprecated the present-day tendency to ‘‘ examination 
pressure.’’ Calcium is certainly an excellent tonic to 
unstriped muscle and thyroid helps in promoting 
uterine and possibly ovarian development. After all, 
however, pregnancy and a full-term labour is the best 
eure of dysmenorrhcea. With regard to anterior 
hysterotomy, he thought that as good results could 
be obtained by other means. . It was a very difficult 
operation to perform. 

Prof. B. P. Watson (Edinburgh) observed that the 
first difficulty was the want of a proper definition as to 
the exact index of pain. He was in cordial agreement 
with Dr. Eden and Dr. Fairbairn about the importance 
of general hygienic treatment before any form of 
operative treatment was attempted. Dysmenorrhcea 
was often a general condition and not local, as shown 
by the accompaniment of general vaso-motor disturb- 
ance. Acute severe dysmenorrhoea, he thought all 
would agree, must be muscular and due to irregular 
disordered contractions of the muscle in the body of 
the uterus, or to spasmodic contraction of the fibres 
at the os internum. If relaxation of the fibres does 
not occur a want of polarity must be present. The 
coincident contracture of fundal and cervical fibres 
may be a contributory factor to the associated 
sterility so often present in these cases. He was of 
opinion that when any of the operations described do 
any real good, they do so by putting out of action the 
internal sphincter of the uterus. This accounts for the 
variability of cures. He prefers not to be content with 
simple dilatation alone, but to keep the cervical canal 
patent for six to seven weeks with a glass stem pessary. 
Cases which do not respond to this treatment or to 
plugging the uterus with a gauze pack are due, in his 
opinion, to irregular contractions of the uterine wall 
from excess of fibrous tissue. This can be helped by 
developing the uterine musculature with thyroid and 
ovarian substance after operation. Prof. Watson has 
used atropine very successfully and he noted that it 
acts in the same way by controlling unstriped muscle. 


Co-education a Means of Improving General Hygiene. 


Dr. BETHEL SoLomMons (Dublin) favoured co-educa- 
tion of girls with boys as a means of improving general 
hygiene. He did not agree with Prof. Blair Bell’s 
classification of dysmenorrheea, as he thought it only 
tended to complicate the subject. The terms ** consti- 
tutional ” and ‘‘ local” he considered equally met the 


problem. He was surprised to hear from some speakers 
that the operation of posterior division of the cervix 
is still done. Dilatation of the cervix will do all that 
is necessary if it is pushed to the point of overcoming 
resistance. Division of the cervix usually results in 
a profuse leucorrhoea and lasting sterility. He agreed 
with Dr. Johnstone that cases unrelieved by dilators 
can often be cured by tents introduced in a sterile 
manner. It has been said that it is unnecessary to 
replace a retroverted uterus in a patient suffering from 
dysmenorrhea. He had, however, seen several cases 
where a uterine fixation had cured and a previous 
cervical dilatation had failed. Dr. Solomons suggested 
that when dilatation does cure dysmenorrhcea it does 
so by possibly relaxing the cervico-uterine ligaments 
described by Hastings Tweedy. 

Conclusions. 

Dr. LAMOND LACKIE, in summing up the discussion , 
referred to the enormous diversion of opinion between 
various speakers, Apparently we were disagreed about 
the frequency of dysmenorrhca, its causes, and its 
classification, and its possibility of cure. Prof. Blair 
Bell and many others regard dysmenorrhoea as being 
essentially due to mal-development of the uterus. 
Other speakers had emphasised the psychological 
elements. With regard to cure, Dr. Herbert Spencer 
had expressed the opinion that he doubts whether 
@ cure ever does occur. Personally he had no 
doubt upon this point, as Dr. Spencer would have 
found if he had sent out a questionnaire. Prof. 
Watson thought that endocrine therapy would become 
more important as time went on. Dr. Lackie had not 
fallen in love with Prof. Blair Bell’s operation of 
hysterotomy, but he was sure that the Congress was 
much indebted to him and also to Dr. Johnstone for 
the excellent papers and reviews which had been 
submitted.—Prof. BLairn BELL replied. 


ROYAL SOCIETY OF MEDICINE. 


SECTION OF ANESTHETICS. 
A MEETING of this section was held on April 20th, 
Dr. A. L. FLEMMING presiding. 
Dr. J. H. CHALDECOTT opened a discussion on 


CORONERS’ INQUESTS: CLASSIFICATION OF DEATHS 
UNDER ANZSTHETICS AS VIOLENT OR UNNATURAL, 


He said that the invitation to open this discussion 
had been prompted by a letter from him published in 
THE LANCET recently ; for the title of his paper he 
was indebted to a critic in the lay press, who reproached 
him for being unacquainted with the section of the 
Coroners Act which says: ‘‘ On report of death the 
coroner, if he has reason to suspect the death to be 
a violent or unnatural one, shall hold a public inquest,” 
and the writer went on to say: ‘‘ And death from 
chloroform poisoning, whether immediate or delayed, 
is obviously unnatural.’’ Dr. Chaldecott said he 
would endeavour to show, first, that in view of the 
attitude of coroners towards other surgical deaths it 
was not obvious that all anesthetic deaths are 
unnatural, and, secondly, that it would be to the 
public advantage if inquests were not held on all 
anesthetic deaths as a matter of routine. 

Whatever points of difference might arise in the 
discussion there were two upon which all would agree 
—that there was nothing in their work which 
anesthetists had any wish to conceal, and that the 
present discussion was not prompted in the slightest 
degree by antagonist or resentment towards coroners, 
either individually or collectively. Its object was to 
invite expressions of opinion as to whether the present 
interpretation of the Coroners Act in reference to 
anesthetic deaths is the best possible for the com- 
munity at large: and if not, how it can be improved. 
Deaths under Anesthesia and Deaths from Surgical 

Complications. 

Dr. Chaldecott proceeded to contrast the procedure 

after deaths under anesthetics and after those from, 
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say, surgical shock. Deaths occurring from purely 
surgical complications, even after operations of 
expediency, were not made the subject of coroners’ 
inquests ; why should coroners not exercise the same 
discretion in anesthetic deaths, when the anaesthetic 
had been given by a qualified medical man, for a 
legitimate and natural purpose, and with the consent 
of the patient ? Dr. Chaldecott contended that the 
fact that it is not the practice of coroners to regard 
surgical fatalities as violent or unnatural, proved that 
they have the power, if they think proper, to treat 
anesthetic deaths in the same way. As to the 
advantages which the present system conferred upon 
the public, he could think of one only—that when the 
relatives or friends were dissatisfied a public inquiry 
cleared things up. He agreed that this was useful, 
and held that it should be applied not only to 
anesthetic deaths, but to all deaths occurring under 
medical treatment where relatives thought they had 
cause for complaint, or when from information 
received the coroner suspected negligence, carelessness, 
or irregularity of any kind. Dr. Chaldecott had the 
impression, however, that relatives were almost 
invariably satisfied that everything possible had been 
done, and that a public and formal inquest was 
usually as distasteful to them as to medical men. 


Disadvantages of the Present System. 

Of the disadvantages, the most obvious was the 
terror of anesthetics which the newspaper reports 
of these inquests created in the public mind. They 
were read by thousands of people who did not realise 
the enormous number of administrations taking place 
daily, and consequently failed to recognise that the 
percentage of fatalities is infinitesimal. This apprehen- 
sion was detrimental in two ways: it greatly increased 
the patient’s nervous and mental strain immediately 
before operation, and lowered resistance to shock ; 
and, what was even more important, it frequently 
caused necessary operations to be postponed until 
the prospects of cure had been seriously impaired. 
Another ill-effect which reacted upon the patient 
was the additional strain which these inquests, and 
the publicity which follows in their train, impose 
upon the nerve of medical men. This was not 
entirely negligible even in senior men, but in those 
men who were on the threshold of their career the 
effect was much more keenly felt. Dr. Chaldecott 
instanced the case of a patient admitted in the night 
to hospital, desperately ill with advanced intestinal 
obstruction. The anesthetist on emergency duty 
(probably a comparatively young man) was called 
upon to administer an anesthetic for an operation 
which was at best a forlorn hope. It was quite 
possible that several such cases might occur within 
a few days. Suppose the first case died on the 
table, was it likely to steady the young anesthetist’s 
nerves when a crisis arose in his next serious case, if 
it flashed across his mind that for the second time in 
a week he might have to attend before the coroner 
to justify his administration ? Could it be to the 
patient’s advantage that the anesthetist should have 
to bear this additional and unnecessary strain ? 
There could be only one answer to that question, 
and this argument would apply with redoubled force 
if the surgeon were also called upon to attend the 
inquest. In a case of this kind the glaring anomaly 
was that if the surgeon and anesthetist had allowed 
the patient to die without attempting to save him 
by operation, the death would have been regarded 
as natural, whereas because in spite of a strenuous 
effort he had died on the table, his death would have 
been suspected as being violent and unnatural, and a 
public inquest held. Dr. Chaldecott had once seen 
a pulmonary embolism occur in the middle of an 
operation, which was nevertheless completed; the 
patient was put back to bed, recovered con- 
sciousness, and died three hours later. The cause of 
death was certified as (1) strangulated umbilical 
hernia (three days); (2) operation; (3) pulmonary 
embolism (three hours). The certificate was accepted 
as one of natural death and no inquest was held. 


Had the patient not recovered consciousness death 
would in all probability have been attributed to the 
anesthetic. The operation killed the patient, so 
death was natural; had the anzsthetic—which was 
an essential part of the operation—killed the patient, 
her death would have been unnatural, and a public 
inquiry would have been held. It might be argued 
that these were extreme cases, and that a death 
during an operation of expediency, in which a fatality 
had been absolutely unexpected, was in a different 
category. Dr. Chaldecott thought that unless there 
was primA facie evidence of negligence or carelessness 
there was no reason to suspect this kind of death of 
being either violent or unnatural. It was difficult to 
understand why such death should be regarded as 
more unnatural than any kind of sudden death which 
occurred while the patient was under medical or 
surgical treatment. 

In view of the fact that one branch only of medicine 
and surgery was singled out in this way for suspicion, 
it was not surprising that the administration of 
anesthetics was the least popular of a doctor’s duties. 
In hospitals the dread of possible trouble certainly 
had the effect of making house officers very shy 
of this work, and discouraged them from availing 
themselves of all the opportunities for anesthetic 
experience which their office should afford them. This 
result was, of course, an additional disadvantage to 
the public. 

Illustrative Cases. 

Dr. Chaldecott quoted two anesthetic deaths which 
occurred recently as illustrations of the harm inquests - 
could do on the one hand, and of their uses on the 
other. The first was that of an aged man who died 
after he had been under the anesthetic for some 
time. The autopsy disclosed fatty degeneration of the 
heart, which made it obvious that he might have died 
suddenly at any time ; in this class of case an autopsy 
without a public inquest would have been quite 
sufficient, and would have done no harm, whereas a 
result of the inquest was a sensational report in the 
evening press, with the alarmist heading of ‘‘ OPERA- 
TION Risk: HEART DISEASE THAT ESCAPES 
DrIaGNosts.”’ It would be difficult to imagine anything 
more mischievous and misleading. The impression 
which this would convey to many people was that a 
hitherto unrecognised danger had been discovered, 
instead of a common condition frequently the cause of 
sudden death, but one from which the patient may 
suffer without giving the administrator the slightest 
anxiety. The second case was one in which the patient 
lost her life through the transposition of the afferent 
and efferent tubes of a Junker’s chloroform apparatus. 
This was an example of an accidental death in which 
an inquest was clearly called for, in order to ascertain 
whether or not the mistake was due to any negligence 
or carelessness. 


Deaths Attributed to Delayed Poisoning by Anesthetics. 

These objections could be applied with even greater 
foree to the holding of public inquests upon deaths 
which occurred several days after operation, such 
deaths being attributed to the indirect or delayed effect 
of the anesthetic. In holding inquests upon this class 
of case the greatest inconsistency was shown. A large 
number of fatal complications might follow operations. 
What good purpose was served by an inquest on a case 
of delayed chloroform poisoning, which would not be 
equally well served by one on a death from shock, from 
secondary hemorrhage, from pulmonary embolism, 
or for the matter of that, from ether bronchitis ? 
In all these instances death would have occurred from 
complications which, taken together, represent an 
all-round percentage of mortality which is exceedingly 
low. Why should one complication be picked out and 
suspected of being violent or unnatural? It was 
common knowledge that the mortality of surgical 
operations was growing less and less. Would progress 
in surgical work have been so steady and continuous 
if every surgical death had been made the subject of 
public inquiry, and the surgeon had been called upon 
to explain and to justify his technique to a lay tribunal ? 
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Surely the effect of such a custom would have tended 
to cramp surgical progress at every step. If the 
comparative safety of two methods of a particular 
operation, instead of being settled as they were now 
by surgeons comparing each other’s results, were 
thrashed out in a coroner’s court, would such a farce 
be in the public interest ? Dr. Chaldecott argued that 
the selection of the anesthetic in any particular case was 
a fair analogy. An inquiry addressed to anesthetists 
as to the most suitable anesthetic and method of 
administration for a particular case would produce 
various answers, all of which would be good ; all would, 
at any rate, represent the studied judgment of an 
expert. At a coroner’s inquest a complicated matter 
of this sort had to be settled as right or wrong by a 
single question and answer. 


The Choice of an Anesthetic. 

For one who had never seen the patient during life 
to suggest to an anesthetist in public, after a fatality, 
that he gave the wrong drug, was not only unjust but 
futile. The impressions conveyed to the lay mind by 
public discussions on the relative safety of chloroform 
and ether were almost invariably misleading, and Dr. 
Chaldecott suggested that such points were outside 
the functions of a coroner’s court. These discussions, 
from a medical point of view, could do no good, and from 
a medico-legal point of view—the only point of view 
relevant at an inquest—could have no bearing upon 
the verdict. The growing popularity of ether in this 
country was in the opinion of most anzsthetists much 
to be commended, but anything resembling an official 
lay condemnation of chloroform and its consequent 
rejection in suitable cases would be calamitous. This 
critical attitude towards chloroform on the part of some 
coroners was already beginning to cramp the teaching 
of chloroform administration in the hospitals. An 
unqualified expression of opinion in court that 
ether is safe and chloroform dangerous must be quite 
inaccurate. It was known that in some cases, with 
some patients, and in the hands of some adminis- 
trators, the position might be exactly the opposite. 
The outstanding fact remained that the best judge of 
the safest method on any particular occasion was the 
man who had to take the responsibility of the 
administration. In every one of these inquests the 
anesthetist appeared to be on his trial, and was 
sometimes called upon to explain complicated technical 
points to a tribunal whose knowledge of the subject 
was negligible. This was a most unnecessary and 
unfair position to place him in. 

An Alternative Proposal. 

There could be only two reasons for holding these 
inquiries, firstly, to find out if anyone was to be 
blamed for the death, and secondly, to elicit some 
clinical fact which might be of assistance in diminish- 
ing anesthetic mortality in the future. The first was 
really the prime function of a coroner’s court, but in 
these cases it was unnecessary to exercise it unless there 
was ground for suspicion. For the second a coroner’s 
court was the worst possible form of tribunal, and a 
substitute should be found. The medical profession 
would eagerly welcome any form of inquiry likely to 
be of practical use. Such inquiry should be official but 
private ; it should be carried out by a committee, 
some members of which should be experts, who know 
enough of the subject to view the administration of 
anesthetics from the point of view of the requirements 
of modern surgery. Such a committee should be 
appointed by the Ministry of Health, and should have 
the power to call for all records of the fatal cases 
clinical, operative, and post mortem. In this way 
every point which might be useful in the future could 
be elicited and recorded without the danger of 
producing false alarms through indiscreet newspaper 
reports ; and at the end of each year the committee 
could issue a report to the General Medical Council, 
which could be published in the medical press, contain- 
ing any suggestions which they thought might prove 
valuable. If this procedure were adopted it would 


relieve coroners of holding inquests upon any of these 
fatalities, except those which present the special 


features to which allusion had been made. The 
interests of the public would be better safeguarded, not 
only because the inquiries were being held by a tribunal 
competent to deal with the technical side of the 
question, but also by the absence of publicity. Dr. 
Chaldecott felt confident that the public would be 
quick to grasp the fact that their interests in this 
matter were inextricably interwoven with those of the 
profession ; that anything which tends to cramp 
teaching, and to foster in the minds of young prac- 
titioners a fear of acquiring anesthetic experience, 
must be a public danger rather than a safeguard ; and 
that they would gladly support an effort to reform a 
system of inquiry which, however well adapted for 
murders, suicides, and ordinary accidents, was quite 
unsuitable for the majority of deaths in connexion with 
operations. 
Immediate and Ultimate Mortality. 

The PRESIDENT said that Dr. Chaldecott had taken 
as his main theme the safety of the public. There 
were probably many ways in which this could be better 
served than by the present system. The menace of a 
coroner’s inquest was to the detriment of the public, 
especially as regards choice of anesthetic. A young 
anesthetist must be biased to some extent by the 
dread of publicity if things went wrong. Moreover, 
the anesthetic that ensured that the patient would be 
got off the table in safety was not necessarily the best 
one for the patient. For example, in 100 cases of 
strangulated hernia in patients with bronchitis there 
would be a much higher ultimate mortality with ether 
than with other anesthetics, though the immediate 
mortality might be lower. The patient was thus often 
deprived of the best method by this dread of a possible 
inquest. 

Two Unusual Cases. 

Dr. I. HAMILTON BEATTIE said that he had been 
asked to bring forward two unusual cases of interest 
in connexion with the subject under discussion. The 
first was that of a ruptured ectopic, practically 
moribund when admitted. Gas and oxygen were 
administered with Boyle’s apparatus. On opening the 
peritoneum the patient was noticed to collapse. The 
usual restoratives were given, and heart massage was 
attempted, with no favourable effects. Adrenalin was 
then injected directly into the heart muscle. The 
patient rallied, and was taken to bed alive. She then 
developed Jacksonian epilepsy and died within two 
hours. The coroner did not call for an inquest. This 
was a matter of regret to the anesthetist, as a thorough 
investigation of this case might have been of great 
scientific importance. The second case was that of a 
hopelessly incurable carcinoma of the lower jaw. The 
operation was undertaken with the object of making 
the patient more comfortable and of avoiding imminent 
rupture of the carotid artery. Colonic oil ether was 
the method of anesthesia chosen. Three hours after 
leaving the theatre the patient died in bed without 
recovering consciousness. A post-mortem was ordered. 
The finding was that the primary cause of death was 
ether. This was, strictly speaking, correct, but was 
perhaps hardly fair to the anesthetist, the circum- 
stances of the case being considered. 


Hospital Committee of Surgeon, Anesthetist, and 
Pathologist. 

Dr. Z. MENNELL pointed qut that there are two 
classes of death to be considered : the first, due directly 
to the anzsthetic, the second due to the disease for 
which the operation is performed. The speaker had 
had to attend certain inquests recently in at least two 
of which the anesthetist need hardly have been called 
upon to appear. In the first case the patient died 
under anesthesia, a thoracic aneurysm having been 
ruptured by the surgeon’s finger. In the second the 
surgeon, in operating on a cerebellar tumour, had 
incised the fourth ventricle. It was manifestly unfair 
to summon the anesthetist to these inquests, unless the 
surgeon was called as well. At St. Thomas’s Hospital 
there was a standing committee composed of a surgeon, 
a pathologist, and an anesthetist, for the purpose of 
investigating deaths under anesthesia. A form was 


| 


852 Tue Lancet,] 


ROYAL SOCIETY OF MEDICINE: ANAESTHETICS. 


[Apri 28, 1923 


drawn up for the anesthetist to fill and to forward to! system, a lot of valuable material was lost. Post- 


the committee, who discussed the case from all 
aspects. It was astonishing in how many cases deaths 
had nothing to do with the anesthetic, being due to 
disease, to undue prolongation of the operation, or to 
some surgical catastrophe. In one or two cases deaths 
had undoubtedly been due to the anesthetic. In 
these cases the inquiry proves unsatisfactory, because 
the corpse had n removed to the mortuary. Small 
portions of the organs were, however, sometimes 
obtainable, and it was extraordinary how valuable was 
the information then acquired. It was imperative that 
house surgeons, casualty officers, and resident anzsthe- 
tists must not be made even more nervous than they 
were at present. In answer to a question, Dr. Mennell 
said that the findings of the Medical Committee were 
sent to the Medical Committee of the hospital. 


The Coroner's Point of View. 

Dr. Epwtn Siri, speaking as a London coroner 
who had also had experience as a general practi- 
tioner, said that a death from an anesthetic was a 
death from a poison, and was not comparable with 
death from surgical shock. Inquests often had a happy 
result in appeasing relatives who had _ previously 
been dissatisfied. He considered Dr. Chaldecott’s 
paper very logical and fair. 

Dr. H. R. OSWALD agreed that of the vast number 
of cases anesthetised the number of deaths formed 
an infinitesimal fraction, showing the care taken by 
anesthetists. Coroners were by no means anxious 
to hold inquests on these cases, but were bound to 
do so on their interpretation of the law that such 
deaths are unnatural. The Coroners Act of 1887 
clearly applied to these cases. On the whole, these 
inquiries were advantageous to the profession in 
general and to the anesthetist in particular. People 
would be suspicious of an inquiry held in camera. 
He did not think it was necessarily an advantage 
that the case should be reported in the press ; coroners 
had, however, no jurisdiction in this matter. To his 
own knowledge,’in many cases friends of the patient 
had been convinced only after an inquest that the 
death was due to a cause not connected with the 
anesthetic. In 1922, 925 inquests were held in his 
court, 25 being on deaths under anesthesia. In not 
one of these cases was it found that the anesthetist 
was to blame, but he might have been. It was true 
that coroners’ juries were often composed of unskilled 
and half-educated people, and this fact added to 
their difficulties. He agreed that the anzsthetist 
and the surgeon, working together, were the best 
judges in the choice of anesthetic. He objected to 
private inquiries because the vast common-sense of 
the majority of the people formed on the whole a 
very useful safeguard against injustice. Lastly, he 
emphasised again that according to the present state 
of the law coroners had no option, but were bound to 
demand inquests on these cases. 


Certain Inconsistencies. 

Dr. J. BLoMFIELD said that the coroners had not 
cleared away the inconsistencies in the nature of 
the cases in which they regarded death as unnatural. 
Was not death from the use of a knife as unnatural 
as death from the use of a poison? (At this point 
Dr. OSWALD intimated that a late coroner, Mr. Trout- 
beck, used to hold inquests on deaths after operation, 
and this had raised a great storm among surgeons.) 
Dr. Blomfield, continuing, said that the working of a 
knife and the infliction of a gas seemed to him com- 
parable. Mr. Troutbeck’s action had been unpopular 
with the profession on the ground that: inquests were 
undesirable as a routine in deaths after operation, 
and Dr. Blomfield contended that they were also 
undesirable in deaths under anesthesia. One point 
had emerged during the discussion—the complex 
nature of deaths of this kind. It was often a difficult 
matter to settle the cause of death, and the coroner's 
court was not the place where complex scientific 
problems of this kind could best be solved. The 
matter could not be adequately threshed out in these 
courts; and, moreover, according to the present 


mortem evidence was filed in one place, and clinical 
records in another. Both were incomplete, and it 
was difficult for an investigator to follow up the case 
from the beginning. In Dr. Blomfield’s opinion 
Dr. Chaldecott had made out an unanswerable 
case for reform, but it was difficult to see exactly how 
it was to come. 

Dr. M. I. FINUCANE asked what death certificate 
could be made out supposing inquests were not held ? 
The Medico-legal Aspect. 

Sir BERNARD SPILSBURY said that the point of 
view of anesthetists and coroners had been voiced, 
and he proposed to speak from that of a pathologist 
who had investigated many fatalities under anzs- 
thetics. Anesthetists seemed to have spoken under 
some misconception as to the law. A coroner was 
bound to hold an inquest on receipt of a notice of 
death occurring during anzsthesia, unless on inquiry 
he was satisfied that the death was a natural one. 
It was very difficult to be so satisfied without an 
inquest, and in London at any rate inquests were 
held on all anzsthetic cases. The object of an inquest 
was to find out whether a death was natural or 
unnatural, and if unnatural to ascertain the circum- 
stances. In Sir Bernard Spilsbury’s experience some 
deaths during anzsthesia were natural; such were 
the deaths from pulmonary embolism during opera- 
tion. In these cases thrombosis had occurred, and 
at any time, before, during, or after an operation, the 
embolus might become detached, and sudden death 
ensue from pulmonary embolism. If the death were 
unnatural the conduct of the surgeon and his assist- 
ants, as well as the anzsthetist, came under review. 
The verdict might be that death had been ** accelerated 
by the anesthetic,” or that death was the result of 
the surgical measures employed. Examples of the 
latter class were those of haemorrhage from a blood- 
vessel or an aneurysm incised during operation and 
fatal cases of air embolism. In these cases the 
surgeon was held to be responsible. There was a 
class of case in which death could not be dissociated 
from anesthesia. The influence of an anesthetic 
might vary greatly. If the patient were moribund 
before the operation was started, the anesthetic 
played a very minor part, and in some cases took no 
part at all. In such cases no great advantage was 
gained by an inquest. But there were also the 
deaths during anesthesia of persons who were not 
seriously ill, persons in good general health, such as 
children who died suddenly during removal of tonsils 
and adenoids, or during the operation of circum- 
cision. In these cases it was essential that a public 
inquiry should be held in the interests alike of the 
anesthetist, the surgeon, the hospital, the relatives, 
and the general public. Few cases were more dis- 
tressing to relatives who, after attending an inquest, 
were often satisfied that everything possible had 
been done, and that the cause of an unexpected 
death was cleared up in the coroner’s court. If no 
public inquiry were held the patient’s friends might 
well retain a feeling of suspicion or resentment. An 
indignant parent might then write to the press, 
giving a perverted or exaggerated account of the 
circumstances. A special inquiry by a committee, 
such as was suggested by Dr. Chaldecott, would 
certainly be helpful from a scientific point of view, 
but would not replace the public inquiry in this class 
of case. In the speaker’s opinion, the difficulty was 
not with the coroner’s inquiry, but with the publicity 
which attended it. Inaccurate and misleadiny 
reports of inquests were published in certain news- 
papers, with comments intended to satisfy the craving 
for excitement of a certain class of reader. Such 
accounts of inquests -in the press were certainly 
harmful. The coroner might perhaps authorise an 
accurate report of the case for publication. This 
was only a suggestion by which the difficuities and 
dangers at present attending the publication of 
coroners’ inquiries might be met. 

Dr. A. W. MATTHEW said that apparently Sir 
Bernard Spilsbury and certain other speakers were 
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anxious that coroners’ courts should elucidate the 
cause of death. It was held by some authorities that 
the business of a coroner was only to see whether or 
not death was due to negligence. A coroner’s court 
was not a pathological institute, and provided the 
coroner found no negligence, he was not officially 
interested in the cause of death. The coroner should 
thus be careful as to what questions he asked. 
A carelessly asked question might reflect on the 
anzesthetist. 

Dr. H. P. CRAMPTON suggested a point of view that 
had not yet been brought out—the importance of the 
skill and speed of the operating surgeon with reference 
to the results of the anesthetic ; for example, a severe 
ruptured ectopic in the hands of an expert and rapid 
operator might do well, but if the surgeon were not so 
skilful, the patient and the anzsthetist being the same, 
a catastrophe might result. It was manifestly 
impossible for an anzesthetist to stick up for himself 
at an inquest to the discredit of the surgeon. 

Mr. CEcIL ROWNTREE said that in cases of spinal 
anesthesia not only the anesthetist, but the surgeon, 
the house surgeon, and theatre sister were summoned 
to the coroner’s court, so that in these cases the 
position was even more complicated. If the dread of 
« possible inquest deterred inexperienced men from 
giving anesthetics, it was a good thing. 

Dr. H. E. G. BoyLe could not believe that coroners’ 
juries had sufficient intelligence to give a verdict of 
any value in the question under discussion. They 
had to be guided entirely by the coroner. If inquiries 
were held by a scientific committee appointed and 
paid by the State, a mass of valuable detail would be 
collected. 

Reply. 

Dr. CHALDECOTT reiterated his opinion that inquests 
should certainly be held in all cases when relatives were 
dissatisfied. The other main point turned on the 
question, what was the law? If coroners were really 
bound by law to hold inquests on these cases and had 
no discretion in the matter, the law should be changed. 
He had thought that possibly this would not be 
essential ; if a preliminary inquiry were feasible, and 
as the result of this the coroner was satisfied, the case 
could be referred to a scientific committee. If the 
coroner or relatives were dissatisfied, the inquest 
could be held and all records could then be forwarded 
to the committee. nas 

GENERAL MEETING OF FELLOWS. 

A GENERAL meeting of Fellows was held on April 23rd. 
Sir WinniaAM HALE-WHITE, the President, being in 
the chair, when a discussion on the 


JETIOLOGY AND TREATMENT OF OSTEO-ARTHRITIS 
AND RHEUMATOID ARTHRITIS 
was opened by Sir ARCHIBALD GARROD. He said 
that chronic articular disease was an obscure branch 
of medicine, the .gross classification and multiple 
nomenclature of which were sure signs of ignorance. 
Osteo-arthritic lesions, erosion of cartilage, eburnation 
of bone, the formation of osteophytes, &c., developed 
insidiously in elderly people with a characteristic 
distribution, quite apart from infective rheumatoid 
troubles. Probably an underlying predisposing condi- 
tion was excited by injury or wear or tear. Osteo- 
arthritic lesions might be produced by prolonged or 
recurrent inflammatory lesions, as in hemophilia and 
in the rare disease of alcaptonuria, where ochronosis 
and other changes in cartilage were followed by a 
tendency to osteo-arthritic lesions in later life. As 
regards rheumatoid arthritis, a name to which he 
objected, as there was no connexion with true acute 
rheumatism and cardiac complications were absent, he 
inquired whether this was a definite disease or a mere 
residue left after whittling off cases of arthritis due 
to recognised causes. The clinical picture was definite 
in the distribution of the lesions, their persistence and 
the relapses which occurred, yet very similar pictures 
occurred in dysenteric and gonorrhceal arthritis with 
differences only in the course of the disease. The 
arthritis of psoriasis was a definite form which was 


much improved by treatment with arsenic in a case 
he instanced, only to relapse repeatedly and on each 
occasion in an aggravated form. The part played 
by septic foci—in the teeth or elsewhere—was still 
obscure ; while such foci were undoubtedly the cause 
of many cases, no focus could be found in others 
even upon the most careful scrutiny. Evidence in 
favour of the separate entity of rheumatoid as opposed 
to osteo-arthritis lay in the peri-articular nature of 
the lesions, and the contracture deformities. Treat- 
ment had advanced very little. Infection foci should 
be attacked, and in this connexion he inquired how 
much good was to be expected from vaccine treatment 
alone. Drugs generally failed to achieve much; 
he considered guaiacol carbonate administered over a 
long period to be the most useful. Of protein shock 
he had little experience, and he wondered whether 
some of the dramatic cures obtained by it were lasting. 
Spa treatment was most useful when the acute stage 
was subsiding. The aim of treatment should be to 
kill off the infection before permanent damage had 
been done to the joints. In osteo-arthritis drugs were 
of very little use. Baths, electrical treatment, and 
adaptation of the habits to the disability, with 
treatment directed to the relief of pain, were all that 
could be done for the patient. 


Rheumatoid Arthritis Not an Infection. 


Dr. M. Cassipy said that he considered that the 
importance of infective conditions in the etiology of 
these diseases, particularly in the case of rheumatoid 
arthritis, had been much over-rated. He regarded 
the latter as a clinical entity, a somewhat uncommon 
disease, and one almost entirely confined to women. 
In his experience, it was uncommon to find a septic 
focus. Some years ago Dr. Cassidy and Mr. Percy 
Sargent had examined microscopically and bacterio- 
logically small fragments of synovial membrane 
removed during life from rheumatoid joints. In only 
one of the 15 cases examined was an organism (a 
streptococcus) recovered. The speaker considered 
this positive result was due to a skin infection. He 
was sceptical as to whether rheumatoid arthritis was 
in any way infective. It might run a steadily 
progressive course for 30 or even 50 years with no 
complication other than fibrositis. Pleurisy, peri- 
carditis, and endocarditis occurred rarely, and then 
probably accidentally. Rheumatoid arthritis tended 
to be hereditary: patients’ relatives appeared to be 
specially liable to fibrositis. Dr. Cassidy’s remarks 
referred only to genuine rheumatoid arthritis. Never. 
in his experience, was the relentless course of the 
disease arrested by extraction of teeth or a course of 
inoculation. There was, however, a large group of 
cases of chronic infective arthritis, which might 
resemble closely the former disease, in which infective 
focus was readily demonstrated. and when it was 
removed gratifying therapeutical results usually 
resulted. There were causes of osteo-arthritis other 
than infection. A joint which has been the site of 
repeated attacks of acute gout might eventually 
become osteo-arthritic. He had showed a year ago. 
at the Clinical Section, two sisters who exhibited 
numerous subcutaneous nodules above the course of 
the extensor tendons of the hands and feet. Some 
of these nodules, excised by Mr. Max Page, were 
found to contain abundance of uric acid. Both these 
sisters were now developing osteo-arthritic changes 
in the knees and other joints. And although neither 
ease has suffered from an attack of acute gout, it 
was difficult to believe that this joint condition was 
not of gouty origin. The acute onset of osteo-arthritis 
of the knees, with or without Heberden’s nodes in 
the fingers in women at the time of the climacteric. 
was familiar to all. Surely this eondition must be 
metabolic rather than infective. He was fully alive 
to the dangers of chronic septic intoxications ; perhaps 
the majority of all cases of chronic polyarthntis 
were infective, but he submitted there were other 
common, important, and easily recognised types. 


and he considered it retrograde to lump all these 
title 


diseases together under the _ horrible ** non- 
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specific infective arthritis,’ as had been done in a 
recent (and in other respects admirable) text-book of 
medicine. 
Distinction Between Osteo- and Rheumatoid Arthritis. 
Dr. F. J. PoYNTON said that it was over 20 years 
since he and Dr. A. Paine had demonstrated the 
experimental production of osteo-arthritis with a 
streptococcus, and rather later they showed experi- 
mentally that (1) the same infection in varying 
virulence might produce various types of arthritis, 
(2) that a monarticular arthritis might result from a 
blood infection. The various changes in the joints 
he looked upon as of great practical importance, but. 
as secondary incidents connected with the prime 
cause and not in themselves specific. The problem 
of rheumatoid arthritis was unfortunately much more 
complex. It was in his opinion their lack of knowledge 
of the life-history of infection in the human tissues 
that was now an obstacle in the treatment of disease. 
Treatment.—Dr. Poynton said that vaccines were 
indicated when a pure or almost pure culture could be 
obtained from an obvious local focus. Protein shock 
he abandoned before the war, but the recent paper of 
Perkins and Bruce required consideration. ‘* Bowel 
infection ’’ was the most popular theory at the 
moment; he regarded the colitis as an effect rather 
than cause of the disease in many cases, and was 
cautious in advising treatment by colonic douches. 
He had employed collosol iodine and sulphur, but 
preferred the syrup of the iodide of iron. Organo- 
therapy was helpful in cases at the menopause and 
those with vaso-motor spasm. He curtailed carbo- 
hydrates, particularly for stout ladies with weak 
knees. Radiant heat he avoided in cases that had 
more pain in the summer. ITonisation had certainly 
seemed effective in cases of hypertrophic arthritis, 
though he was aware of the doubts expressed as to its 
efficacy. He was impressed with the frequency of 
injury as a factor in osteo-arthritis of the hip-joint. 
Treatment on the lines of tuberculous hip disease 
seemed the most reasonable plan in the early stages, 
but few patients would agree to this. In that case 
if they could afford it he thought the partial rest of 
spa treatment was useful in the early stage if the hip- 
joint was not worried. 


Achlorhydria. 

Dr. A. F. Hurst dealt first with the importance of 
focal infection with special reference to secondary 
intestinal infection resulting from ‘ achlorhydria.”’ 
In those cases in which the disease continued to 
advance after all oral, pharyngeal, and nasal septic 
foci had been eradicated, the intestines had generally 
become secondarily infected, and the comparative 
frequency of achlorhydria in rheumatoid arthritis 
was noteworthy. Faber and Kahlmeister had found 
it present in about 36 per cent. of cases. It was 
present in about 4 per cent. of normal people. He 
had found it present three times in 14 consecutive 
private cases; definite hypochlorhydria present in 
four, and a low normal curve in three of the remaining 
11 cases. Individuals with insufficient gastric secre- 
tion readily became infected, and this secondary 
infection required treatment by the administration of 
large doses of dilute hydrochloric acid, sour milk, 
and a vaccine prepared from any pathogenic 
organisms isolated from the duodenum by means of 
an Einhorn tube. 

The Importance of Rest.—During the active stage 
of the disease tender joints should be rested and fixed 
in a good position to prevent deformity. Rest should 
be continued for weeks or months, and so save the 
patient from being ultimately crippled or bedridden. 

The Psychological Factor.—The active disease died 
out sooner or later. When no pain or tenderness was 
present, rest was no longer required. Explanatory 
persuasion and re-education, with the aid of manipula- 
tion and massage, which were, however, of secondary 
importance, often resulted in remarkable cures. 
Only 18 months ago Dr. Hurst had shown, before the 
Clinical Section, a man, who had been completely 
bedridden, with his knees fixed in a flexed position 


and unable to use his deformed hands for three and a 

f years, when he came under his (Dr. Hurst’s) 
observation. As a result of the treatment mentioned 
there was no limitation of movement of his knees, 
which looked normal. He could walk miles, and, 
although his hands still showed the typical deformities, 
he could use them. 

Dr. S. P. STRANGEWAYS exhibited pathological 
specimens from which he showed there were at least 
six types of arthritis at present included under the 
name rheumatoid arthritis. These he provisionally 
described as (1) capsular, (2) dry, (3) adhesive, (4) 
rarefying, (5) villous, (6) defective, and he gave detailed 
descriptions of the pathological appearances of each 


type. 

Dr. J. A. GLOVER said that the Ministry of Health 
was making a statistical study of rheumatic diseases 
in which were included rheumatoid and osteo-arthritis. 
Regional medical officers and a number of insurance 
practitioners were collaborating in this work. The 
definition of rheumatoid arthritis adopted was 
‘usually with an acute initial attack of pyrexia; 
many smaller joints affected ; spindle-shaped joints ; 
changes mostly periarticular, often symmetrical : 
nutrition usually bad; patients usually females. 
The definition of osteo-arthritis (including malum 
cox senilis) was ‘ gradual onset, usually afebrile ; 
fewer and larger joints affected; grating, lipping, 
eburnation, osteophytes ; lesions often asymmetrical. 
Patient usually well nourished.’’’ A number of 
tables and diagrams were then shown from which the 
following emerged as salient facts. In males of all 
ages osteo-arthritis was nearly twice as frequent as 
rheumatoid arthritis, whereas in females the incidence 
of the two diseases was about equal. Rheumatoid 
arthritis was many times more common in females 
than in males. The incidence of both diseases showed 
a rapid rise amongst insured persons of both sexes in 
the higher age-groups (after 45 years of age). Thus, 
in the case of rheumatoid arthritis, the attack rate 
per 1000 in females rose from 7-60 in the age-group 
“45 to 54” to 49-13 in the age-group “ over 65.” 
The rise in the attack rate of osteo-arthritis in females 
was even more striking. In males a similar, but 
not so rapid, rise in the attack rate of osteo-arthritis 
was seen in the higher age-groups, but the rise in the 
case of rheumatoid arthritis was comparatively small. 
With these were shown also tables illustrating the 
fact that on the average patients with osteo- or 
rheumatoid arthritis had good teeth and a clean mouth 
in only 10 per cent. of cases, whereas 15 to 20 per 
cent. of controls suffering from other diseases passed 
this test. 

Dr. W. J. MIDELTON was disappointed not to have 
heard continuous counter-irritation discussed in the 
treatment of these diseases. He had learned the value 
of this form of treatment from Latham and had now 
been practising it for 22 vears with considerable 
success in chronic joint lesions. After multiple 
acupuncture a diluted croton oil was rubbed into the 
skin on several occasions. This often produced a 
severe dermatitis, but a striking improvement in 
chronic joint lesions was produced and in some cases 
complete cure. Photographs of cases so treated 
before and after the treatment were shown. 

Dr. G. L. K. PRINGLE disliked the term ‘ rheu- 
matoid arthritis,’ which was apt to be used as a 
scrap heap for undiagnosed articular affections ; 
further, patients regarded it as an incurable disease. 
He thought that four definite types were included 
under the heading: (1) Infective. (2) Chronic fibrous 
rheumatism in which the cartilages and bones were 
unaffected. This form sometimes followed gonorrhcea] 
rheumatism, but some cases might be of gastro- 
intestinal origin. (3) An atrophic form often with 
nerve lesions, central or peripheral. (4) A_ villous 
form attacking the larger joints in middle life. For 
such patients it was advisable to cut down carbo- 
hydrates in order to reduce weight. 

Dr. H. LyptarRD WILSON spoke of a form of bath 
employing moist heat which he had found useful in 
these cases. 
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Books. 
HELIOTHERAPY. 


By A. ROLLteER, M.D., Medical Director of the 
Institutions for Heliotherapy, Leysin. Oxford 
Medical Publications. London: Henry Frowde 
and Hodder and Stoughton. 1923. Pp. 288. 25s. 

THE publication of Dr. Rollier’s book in English 
comes at an opportune moment, as the widespread 
desire for further knowledge of the action of sunlight 
in health and disease has recently found expression 
in the appointment of a committee of investigation 
in this country. Those already acquainted with 
Dr. Rollier’s writings will find that the volume now 
under review is not a mere translation of ‘“ La Cure 
de Soleil,’’ but a new work containing much hitherto 
unpublished matter. The book is strengthened by 
the inclusion of chapters written by three of Dr. 
Rollier’s assistants: Drs. Rosselet, Schmid, and 
Amstad, each of whom has special knowledge of some 
subject closely connected with heliotherapy. 

Dr. A. Rosselet, who is physicist as well as physician, 
contributes a chapter on the Scientific Basis of Helio- 
therapy, in which he deals with a mass of hetero- 
geneous and conflicting knowledge in the lucid 
manner of one who thoroughly understands his sub- 
ject. A perusal of his article leads, nevertheless, to 
the conclusion that although the physical and meteoro- 
logical study of light may be well advanced our know- 
ledge of the mode of action of the sun-bath is still in 
its infancy. It is noteworthy that Dr. Rosselet now 
lays considerably less stress on the value of the ultra- 
violet portion of the spectrum than was the case in 
his earlier publications. Largely on account of the 
work of Sonne, this interesting group of radiations 
now appears to be eclipsed in importance by the 
luminous rays, which are not only able to penetrate 
the skin more easily than any other solar rays, but 
have also the curious property of raising the tempera- 
ture of the subcutaneous tissues to a level several 
degrees higher than that of the skin, without any rise 
in the temperature of the body as a whole. 

The greater part of the book is a record of Dr. 
Rollier’s own clinical experience, dealing with the 
therapeutic action of the sun-bath, and the technique 
of heliotherapy as applied to the whole body and its 
several parts. This section is accompanied by notes 
of numerous cases, many of them illustrated by 
photographs, which afford convincing evidence of 
the value of modern conservative methods. Dr. 
Rollier is careful to point out the dangers of incautious 
exposure to sunlight, which may lead to serious and 
even fatal accidents. A focal reaction in a tuber- 
culous lesion is liable to occur even when a distant 
part of the body alone is exposed to sunlight. This 
reaction somewhat resembles that caused by the 
injection of tuberculin, and is proportional to the 
duration of insolation and the amount of body 
surface exposed ; hence the need for careful dosage, 
especially for those violently reacting cases showing 
peritoneal or pulmonary lesions. 

The technique of the sun-bath in an average uncom- 
plicated case would be as follows. After some days’ 
initial rest in the fresh air sun-treatment is begun by 
uncovering the feet alone for three exposures of five 
minutes. The exposures are daily increased in 
duration and extent until on the fifth day the case 
will have, at ten-minute intervals, three sun-baths of 
25-minutes’ duration, uncovering first the feet and 
then, at five-minute intervals and in the following 
order, the legs, thighs, abdomen and thorax, the 
head being always shaded. By this time a fair idea 
is gained of the patient’s tolerance, and if pigmenta- 
tion be progressing well the exposures are safely 
lengthened, and reduced in number. The rate of 
progress of tolerance depends directly upon the rate 
of pigmentation, which is very variable, erythematous 
sunburn is never allowed to arise; non-pigmenting 
types with red hair and fair skin are from the first 
protected by thin gauze. Eventual success appears 


largely to depend upon the successful management 
of the initial period of adaptation. 

Cold, dry air is found to be a very important factor 
in successful sun-treatment, anything in the nature 
of a Turkish bath being dangerously relaxing; for 
this reason early morning exposures are advised 
in summer weather even in the high Alps, and of 
course are far more necessary in a humid climate 
such as that of our islands. Cases of lupus, for which 
the midday ultra-violet light is required, are given 
several short exposures toward noon in addition to 
the early morning bath. Dr. Rollier finds that by 
discontinuing the use of occlusive plasters in favour 
of light appliances involving a minimum of inter- 
ference with the sun’s rays, he has favoured the 
return of articular function and has avoided the 
muscular atrophy so commonly seen. A good develop- 
ment of the dorsal muscles is considered to be of great 
value in preventing the recurrence of spinal lesions. 
With this in mind the prone position is used for cases 
of spinal caries other than cervical and high dorsal ; 
by this exposure of the back to the sun the dorsal 
muscles and skin are stimulated, atrophy and sore- 
ness are avoided, compensatory lordosis increased, 
and visible kyphosis diminished, but the adoption of 
this position is never advised until the focus of disease 
is both clinically and radiographically quiescent. 
Cold abscesses are not aspirated unless advancing in 
spite of treatment or threatening to open spon- 
taneously, under which conditions only enough pus 
is withdrawn to relieve tension. Irritant injections 
have been given up, as reaspiration is thought to be 
more frequently necessary after their use. Contra- 
indications to sun-treatment are few, but they include 
hectic fever, renal insufficiency, and severe cardio- 
vascular disease. Amyloid disease is, however, 
greatly benefited in a number of cases. 

Routine operative treatment has been entirely 
abandoned, except for unilateral renal disease and 
for cases showing large inabsorbable sequestra, while 
in closed joint lesions practically the only excision 
that is ever advised is that of the knee-joint in rare 
adult cases where the disease is very torpid and 
ankylosis inevitable. 

In a chapter devoted to the subject of Work Cure 
full stress is laid on the depressing and demoralising 
effects of inaction. Dr. Rollier encourages his bed- 
ridden patients to do light handicrafts, and his con- 
valescents in more active pursuits. His views on the 
dangers of recurrence when a convalescent returns 
to the same bad conditions of life that produced the 
disease are one with those of British authorities, and, 
like them, he has found a partial solution of the 
difficulty in the working colony. He emphasises the 
value of a definitely anti-tuberculous environment 
for children who for various reasons are considered 
to be particularly liable to contract tuberculosis. 
The School in the Sun, near Leysin, is designed to 
provide such an environment for weakly children ; 
health is here the primary consideration, and work 
and play alike are out of doors in open country, while 
clothes are reduced to sea-bathing proportions. 

Dr. H. J. Schmid’s article on the Radiographic 
Diagnosis of Osteo-articular Tuberculosis and Control 
of the Clinical Results of Heliotherapy contains repro- 
ductions of many excellent X ray positives. Dr. E. 
Amstad’s chapter treats of the Radio- and Photo- 
therapic Adjuvants of Heliotherapy. He has found 
no serious contra-indication to the simultaneous 
application of sun and X rays, provided that pigmen- 
tation be already present. He is of opinion that 
intense irradiation of active lesions always involves 
the danger of starting miliary tuberculosis, and is 
therefore unjustifiable. Discussing the treatment of 
tuberculous adenitis, he considers that it normally 
reacts but slowly to X radiation, and that those 
cases which show rapid regression after two or three 
exposures are of doubtful origin. Apart from adenitis 
he gains his best results with small superficial joints 
affected with the synovial type of tubercle ; his third 
successful group includes the chronic fibrous adhesive 
type of peritonitis. Dr. Amstad’s concluding chapter 
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deals with heliotherapic treatment in non-tuberculous 
diseases, such as rickets, general debility and anzmia, 
syphilis, open wounds, and lymphadenoma. Most 
cases of this last disease come under his care diagnosed 
as tuberculous adenitis, and in the majority a favour- 
able, though temporary effect is observed, the general 
health improving and the disease appearing to be 
arrested. 

Dr. Rollier’s book is a magnificent object-lesson of 
what can be done by the intelligent codéperation of 
medicine and sunshine, and the principles which he 
has worked out have world-wide application. 


HANDBOOK OF SANITARY LAW. 


By B. Burnett Ham, M.D., D.P.H. Ninth edition, 
by Henry R. Kenwoop, C.M.G., M.B., F.RLS. 
Edin., D.P.H., Chadwick Professor of Hygiene and 
Public Health, &c. London: H. K. Lewis and Co., 
Ltd. 1923. Pp. xxviii.-244. 5s. 


Tuts useful little manual contains the concentrated 
essence of sanitary law for the use of medical students 
who are taking the diploma of public health. It 
should serve its purpose well. ‘To post up in a publica- 
tion of this kind the latest changes of the legal kaleido- 
scope must, however, be a _heart-breaking task. 
Several pages, for example, are devoted to the Sale of 
Food Order, 1921, which has now only a limited 
operation. Part I1. of the Order has now been replaced 
by the Sale of Tea Act, 1922: the bacon and ham 
provisions of Part IL]. are dead: so are Parts IV. 
and V., which dealt with jam and fats. These changes 
occurred early in September, 1922, but were apparently 
too recent for inclusion. Again, almost all the 
references in this handbook to statutes about education 
and the employment of children require correction 
since the operation (on Oct. Ist, 1922) of the big 
repealing and consolidating Act of 1921. No better 
illustration of the intricacy of our sanitary law, to 
which we refer in a leading article this week, could be 
furnished. ‘The clamant need of applying the 
consolidating process to our public health legislation 
has frequently been emphasised of late. We observe 
that the preface to the original edition of this hand- 
book pointed in the same direction 24 years ago. 


TUBERCULOSIS. 
The Cure of Tuberculosis and Its Mived Infections 


by Cutaneous Inoculation. (Die Heilung 
Tuberkulose und “ihrer Mischinfektionen durch 
Kutanimpfung.) By Sanititsrat Dr. Med. W. 
PonnporF. Leipzig: F. C. W. Vogel. 1923. 
Pp. 189. 6s. 

THE treatment advocated by the author is the 
inoculation of vaccines into scarifications on the 
outer aspect of the arm. He uses two vaccines. 
“A” is for pure tuberculosis, and * B,”’ which 
consists of the constituents of ‘A’ plus the endo- 
toxins of streptococci, staphylococci, pneumococci. 
and influenza bacilli, is for tuberculous mixed 
infections. By ‘tuberculous mixed infections” the 
author means almost every infectious disease to 
which man is prone. Although he has given more 
than 50,000 inoculations in the course of more than 
ten years, he has not once seen sepsis supervene, and 
he has only thrice observed anaphylactic shock 
follow the inoculation of tuberculin. The foundation 
of his system is the hypothesis that the skin is capable 
of reacting to the local application of toxins with 
various immunising responses. To prove his case 
Dr. Ponndorf does not stoop to the use of statistics : 
he had not time to prepare a statistical analysis of all 
his cases. And to make good the deficiency—if it be 
a deficiency—he has filled his book with reports of a 
great number of illustrative cases. The most remark- 
able feature of this collection is its polymorphism. 
It contains all, or nearly all, the pure manifestations 
of tuberculosis. . There follows an almost infinite 
variety of diseases all responding to the author's 


der 


treatment in a manner delightfully simple and 
uniform. Only when he discusses pulmonary tubercu- 
losis in the last stage does his optimism seem to flag. 
and even here he has been able to prolong life and 
mitigate symptoms. The work of Prof. Sahli and others 
suggests that tuberculin given through the skin may 
have a definitely beneficial effect, and Dr. Ponndorf 
may be on the right track. But there is an atmosphere 
of the Arabian Nights in his book which is apt to 
dazzle the reader. 


JOURNALS. 


JOURNAL OF LARYNGOLOGY AND OTOLOGY. January 
and February, 1923.—The January number opens 
with a summary by Dr. Henry Hall Forbes, of New 
York, on the present status of radium in laryngeal 
and csophageal cancer in the United States. The 
impression given is that a certain number of cases 
can be definitely improved, that in a few a dis- 
appearance of the growth has resulted, and that in the 
opinion of some observers pre-operative radiation is 
of great value. The method most in favour for the 
treatment of laryngeal cases is to bury needles or 
small capsules containing emanation. Useful technical 
details are given.—Sir William Milligan contributes 
an article on the diagnosis of septic sinus thrombosis. 
The temperature record is one of the most important 
and reliable of diagnostic signs ; an almost continuous, 
or at least two-hourly, record should be kept. Frequent 
oscillations of from 1° to 3° are quite common in 
commencing thrombesis, whereas sudden oscillations 
of more than 1}° are unusual in uncomplicated 
mastoiditis. Rigors only occur in about half the 
cases, and their absence should by no means negative 
exploration. A feeling of chilliness, with cold hands 
and feet, is an important symptom. Slight engorge- 
ment of the retinal veins is a valuable sign, which 
can only be estimated by daily examination. <A high 
degree of leucocytosis is suggestive of pus, but by no 
means necessarily of pus in the sinus. In very rare 
cases septic thrombosis may occur when there has 
been but a fleeting tympanic suppuration, and after 
the membrana tympani has already healed.—Major 
W.S. Patton gives an account of the identification of 
the diptera which cause naso-pharyngeal and aural 
myiasis in man, which should be of use to prac- 
titioners within the tropics.—Sir StClair Thomson 
provides a ** critical review ’? on aperiodic spasmodic 
rhinitis, based on a Paris thesis by Dr. Georges Dhers 
on the treatment of this condition by hypodermic 
injection of the patient’s own serum. 

The February number opens with some further 
remarks by Dr. Irwin Moore on angeiomata of the 
larynx, supplemental to a review of the subject 
which appeared in the Journal of Laryngology last 
year. He concludes that the intra-laryngeal removal 
of sessile angeiomata is a dangerous procedure owing 
to the risk of secondary hwemorrhage.—Dr. T. Ritchie 
Rodger discusses the pathological effects of excessive 
sounds on the cochlear apparatus. From an examina- 
tion of 48 boiler-makers in Leith he found that, in 
lads who alleged that they were not at all deaf, there 
was always some diminution of hearing for forks of 
419 and 512 vibrations per second, corresponding to 
the pitch of the noises predominant in the shops. 
In men who had been at the work from 10 to 30 years 
there was some depreciation all along the scale, but 
more marked for the medium forks; while in very 
advanced cases the depreciation was uniform. He 
believes that these findings, together with the result 
of experiments on guinea-pigs exposed to continuous 
sounds, give support to Helmholtz’s resonance 
theory of audition.—Mr. Francis Muecke reports 
two cases of temporo-sphenoidal abscess, with 
recovery: and Dr. F. G. Wrigley a case which died 
with symptoms of peritonitis on the third day after 
the abscess was opened.—Mr. Herbert Tilley describes 
two fatal cases of osteomyelitis of the frontal bone, 
both of which occurred after operation on the 
maxillary, antrum, and in both of which the frontal 
and ethmoid sinuses were previously diseased. 
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THE NEED OF A NEW PUBLIC HEALTH CODE. 

In his Chadwick Lecture, which we printed in 
Tne Lancer of April 14th, Dr. CHarRLes PorTER 
commented on the number and complexity of the 
Acts which comprise the public health code of this 
country. It is now just three-quarters of a century 
since the first Act was passed ‘“‘to promote the 
Public Health of England. That piece of pioneer 
legislation was gradually entangled in a network of 
amendments and extensions as the national health 
conscience was quickened. The result was such 
confusion that at length, in 1875, the mass of over- 
lapping enactments was reduced into one symmetrical 
Act consolidating all the provisions applicable to 
England and Wales with the exception of the metro- 
polis. This was a notable step, but since that date 
we have been content to mark time. The law of 
public health is now to be found primarily in the half 
dozen measures collectively known as the Public 
Health Acts 1875 to 1907, and secondarily in some 
30 others ranging from the Rivers Pollution Act of 
1876 to the Venereal Disease Act of 1917. To this 
catalogue we must add not only the special health 
legislation for London, but also the wide range of 
local Acts which, as we have pointed out on previous 
occasions, gradually advance the standard of hygiene 
in every part of the country until the improvements 
which all localities are anxious to secure are ripe for 
incorporation in an Act of universal application. 
Nor ought we to ignore allied subjects such as housing, 
mental deficiency, maternity and infant life protection. 
Pausing at this point and looking no further, we are 
faced with an immense congeries of statutes, succes- 
sively amending, repealing, applying, and extending 
one another, a chaos of piecemeal law-making which 
calls urgently for that same process of simplification 
and consolidation which last took place in 1875. 
Almost without exception these enactments were 
passed before our Ministry of Health was constituted 
in 1919 with its statutory duty to “take all such 
steps as may be desirable to secure the preparation, 
effective carrying out, and coérdination of measures 
conducive to the health of the people.” 

When are these steps going to be taken? Year 
after year the Select Committee on Local Legislation 
urges the consolidation of the Public Health Acts. 
Members of Parliament have lately been pleading 
for a system of draftsmanship which will produce 
simple and comprehensive statements of our laws. 
A Consolidation Bill, as Lord HALDANE has observed, 
has the special value of focusing its subject and of 
making a new starting-point for reform and fresh 
legislation. The process of consolidation has frequently 
been applied with the happiest results. There is 
nothing particularly formidable about it. Three 
measures of this kind received attention last year, 
one of which (dealing with the law of salmon fisheries) 
is likely to be passed this session. The Parliamentary 
Counsel's Office usually has several Consolidation 
Bills on the stocks. Such Bills are, as a rule, referred 
to a Joint Select Committee of both Houses, which 
considers the question how far they state the existing 
law. If the Committee is satisfied, then Parliament 


is usually satisfied too. The intricacy of its subject 
and the length of its clauses are no obstacle to the 
passage of a Bill through Parliament ; otherwise 
Lord BrRKENHEAD’s colossal Law of Property Act 
would not have been dealt with so comprehensively 
by a somewhat uncomprehending legislature. So 
technical a topic as the law of trusts in Seotland was 
condensed two years ago by a band of experts from 
a seore of old Acts into one complete, orderly, and 
accessible whole as valuable to lawyers as it was 
convenient to Seottish citizens. It is true that 
public health law consolidation does offer something 
of a problem in the selection of the matters to be 
included. It might be hard to draw the line between 
Public Health Acts which deal with housing and 
Housing Acts which raise points of hygiene. But 
the difficulty is no greater than that successfully 
surmounted in the consolidating Education Act of 
1921 which, in substituting one new Act for 25 old 
ones, elected to inelude central and local authorities, 
teachers and teaching, medical inspection, the duties 
of parents, and the employment of children, while 
excluding the law of industrial schools and educational 
charities. Parliament at any rate made no difficulty 
about passing either of these Acts; on the contrary, 
it weleomed them. Why, then, does the law of 
public health wait so long for simplification ? 

In asking this question earlier in the present year 
we mentioned certain stumbling-blocks. Parlia- 
mentary time is absorbed by partisan measures. 
Consolidation proposals do not dominate general 
elections. Administrators and text-book writers have 
a sentimental love of the technical complications 
wherein their apprenticeship was served. A more 
substantial difficulty is the fact that consolidation 
and amendment do not go easily together. There 
is little doubt that our public health law wants both 
of these, though we would sooner have consolidation 
minus amendment than no consolidation at all. 
A Bill which merely replaces existing law has always 
a good chance of being treated as non-controversial ; 
but if the title of the Bill is not only ‘‘ to consolidate ” 
but “to consolidate and amend” the law, it is an 
invitation to every Member of Parliament to introduce 
matters of controversy which may wreck the prospects 
of success. GLADSTONE, we believe, made it his rule 
is such a case to introduce two parallel Bills, the one 
to contain the amendments, the other to comprise 
the consolidation. As soon as the former was passed 
it was possible to catch up the amending provisions 
and incorporate them in the latter. The plan is 
simple, and if we are all agreed that the time has 
come to evolve order out of the chaos of our health 
laws, a beginning can be made forthwith. It would 
take but very few weeks for the Minister of Health 
to determine, with the greatest possible measure of 
common agreement, what amendments are necessary 
and acceptable. A Bill to give effect to these could 
be prepared in a few days ; indeed, most of its clauses 
already exist in local Acts. Meanwhile the Bill to 
consolidate and contain the whole law of public 
health should be put in hand. We have no reason to 
suppose that the Ministry is hostile to the course we 
are suggesting. It is even probable that the materials 
for a consolidating Bill already repose in some official 
pigeon-hole. In order to ensure that that repose 
should not endure for ever, it is desirable that all 
who are concerned in public health administration 
should press for early action. There are few objects 
which a Member of Parliament might with a greater 
disinterestedness be canvassed to support or which 
a public body might with better reason pass a resolu- 
tion to recommend. If all concerned will ask for it, 
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the request will receive attention. If they remain 
inarticulate, other measures will naturally be preferred. 
Consolidations of National Health Insurance and of 
housing law possess, we understand, a better chance 
of early success. Such measures are wanted and will 
be welcome ; but we should like some assurance that 
the older and certainly not less pressing claims of 
publie health legislation will be met within the next 
twelve months. Not the least advantage of such a 
consolidation would be the opportunity it would 
create for a similar consolidation of the departmental 
regulations concerning public health. These are now 
as scattered and as inaccessible as the Acts themselves. 


_ TISSUE CULTURE. 


We publish in our present issue the second and 
third of a series of three lectures by Dr. A. H. Drew 
on the cultivation of tissues in vitro, and a further 
paper by the same author containing additional 
technical details appears in the current number of the 
British Journal of Experimental Pathology. Originally 
used by Ross HARRISON in the study of nerve cells, 
this technique was adopted by CaRREL and his fellow- 
workers for the study of tissue growth in general, 
and has been employed extensively both in America 
and in this country for ten years or more. It was a 
line of research rich in promise, but it must be con- 
fessed that its fruits have hitherto been meagre and 
far from encouraging. Dr. DrEw’s lectures, however, 
describe observations of the first importance, which, 
it is safe to say, must have a profound influence on this 
branch of biological science. In this line of research 
technique is, indeed, everything, and much of Dr. 
DREW'S success is due to the discovery of a saline 
mixture which, enriched with rat or mouse embryo 
extract, is capable of replacing the much less con- 
venient plasma medium previously used. In this 
medium embryo and adult tissues are cultivated with 
comparative ease. If such cultures are exposed to 
ultra-violet light for ten minutes the cells are killed ; 
but by protecting certain selected portions of the 
culture from the rays by a globule of mercury, isolated 
uninjured cells are preserved from which pure cultures 
can be obtained. In these cultures the cells grow as 
undifferentiated sheets of tissue. If now connective 
tissue is added to the culture, the epithelial cells 
undergo a characteristic differentiation. In kidney 
cultures tubules are formed, and in cultures of alveolar 
mammary tissue acini develop. Although adult tissues 
can be propagated with ease in the artificial medium, 
their growth is very slow compared with that of 
embryonic tissues. If, however, an extract of 
autolysed cells is added to the medium, adult tissues 
now grow at the same rate and with the same 
luxuriance as embryonic tissues. In other words, the 
phenomenon of wound repair is reproduced in vitro, 
and it is abundantly demonstrated that repair depends 
upon chemical excitation, and that theoretical con- 
siderations of the interdependence of cells, of variations 
of internal tissue tension, are unnecessary. Possibly 
the most significant observation of all is this—a 
simple non-autolysed extract of the cells of a malignant 
growth is capable of replacing the autolysed normal 
cell in this experiment. The malkgnant cell, in fact, 
contains already formed those growth-stimulating 
substances which are only liberated from the normal 
cell when it undergoes autolysis. With characteristic 
reticence, Dr. DREW gives no hint of the direction in 
which these investigations may be expected to lead. 
But it requires little imagination to appreciate their 
extreme importance not only in general pathology, but 
in the more limited field of cancer research. 


THE TEACHING OF MIDWIFERY AND 
ITS DEFECTS. 


WE summarise in another column the main points 
of Dr. JANET CAMPBELL’S report to the Minister of 
Health on the existing arrangements for teaching 
obstetrics and gynecology in the medical schools of 
Great Britain. This report appears most opportunely 
inasmuch as the authorities of the medical schools 
must shortly be considering the best methods of 
utilising the extra year which the General Medical 
Council have recommended should be added to the 
curriculum of the medical student. The Council 
have advised that at least three years should inter- 
vene between the date of passing the examination in 
anatomy and physiology and the final examination in 
medicine, surgery, and midwifery, and they have 
further recommended that the professional examina- 
tion should include clinical and practical tests 
in midwifery and gynecology, or that, failing these, 
the students must produce duly attested records of 
the clinical work done by them, to be taken into 
account, if necessary, by the examiners in assessing 
the results of the examination. It is clear from 
these recommendations that the Council wish to 
insist upon a higher standard of teaching than has 
hitherto obtained in these subjects, and that they 
intend that the status of the examination should 
at least be equal to that in medicine and surgery. 

The training of the medical student in gynecology is 
on the whole adequate ; the subject is not an exten- 
sive one, and so far as it is possible—obviously 
not an easy matter to arrange—the student gets a 
fair amount of instruction in practising the methods 
of examination which constitute the main difficulty 
in mastering the practical application of this branch 
of medicine. In regard to midwifery the position is, 
however, far otherwise, and this report lays very 
bare indeed the great inadequacy of the clinical 
teaching of what is after all to many young practi- 
tioners the most important branch of their medical 
training. The causes for this are plain and have 
been set out before in our columns. They are 
mainly three in number: the inadequate number of 
beds devoted to this subject in the great majority of 
the teaching hospitals all over the country; the fact 
that in an extern department, which is often all that 
is available, proper teaching is almost impossible ; 
and, thirdly—most important of all—the teaching 
in practical midwifery is mainly in the hands of 
junior men not of the standing nor with the experience 
of the teachers engaged in training the student in 
medicine and surgery. This is to a large extent 
unavoidable under present conditions. Practical 
midwifery teaching cannot be done at set hours or 
to large classes; it must be carried out when the 
opportunity offers and must be largely individual in 
character. Bedside teaching on labour cases by senior 
members of the staff can only be attained when such 
teachers are resident and always available, a condition 
of things which, apart from the Rotunda, does not 
obtain in any lying-in hospital in the British Isles. 
When we consider the relative importance of the two 
subjects of midwifery and gynecology, the propor- 
tion of obstetrical beds in the large hospitals with 
medical schools attached is seen to be too small—quite 
insufficient for teaching purposes, even if, when 
provided, they were always available entirely for 
medical students. Only too often they have to be 
utilised also for the training of midwives. This state 
of affairs will not be remedied until the managing 
committees and the medical and surgical staffs of 
the hospitals are induced to give up an adequate 


THe LANCET, | A HARMFUL PENSIONS BILL. [AprRIL 28, 1923 859 


number of beds to other subjects by the examining practical application of the ‘* fit for service: fit for 
bodies laying down definite regulations dealing with | pension ” deduction, and therefore merits all attention. 
bedside teaching in midwifery, which must be observed | Those who worked on the medical boards of the 
if the hospitals desire to TOMES OS medical schools. Ministry of National Service will remember the four 

oi that can be ae - an extern department grades into which the examinees were grouped: that 
Grade If. included men subject to partial disabilities, 
supervision in lying-in a it ie ti probable, and that Grade ILL. was composed of men with marked 
indeed almost certain, that if such regulations were | Physical disabilities or suck 
made, the necessary number of beds could be forth- considered 
coming at some sacrifice on the part of the other | 0! Pysical exertion required Tor Grades 1, an¢ ° 
aiid of the staff in all the iiaees hospitals with | Excluding the rejected Grade IV. men, 2} million men 
medical schools attached. If the number of beds | Were passed as fit for some form of service during the 
were adequate, then the provision of proper teaching | operations of the National Service Ministry—i.e., 
by members of the senior staff would not be a difficult | during the 12 months immediately preceding the 
matter to ensure, as it could be made a condition | signing of the Armistice. Of these 871,769 
on appointment. With the additional year which 
will soon be available for the clinical training of the 
medical student there should then be no difficulty in 
providing a sufficient period of training ; and just as 
at the present time he has to spend six months 
clerking and dressing in the medical and surgical 
wards, so he could profitably be engaged for six 
months in the gynecological, obstetric, and infant fair sample of men of military age in this country 
welfare departments, which should all be closely and it is fairly clear that when subjected to the 
associated. Such a period would also afford time for test the that 

acceptance for service ix proof that the officer or man 
most important of all. The present-day tendeney to | ¥#* not suffering from disease or incapacity crumbles 
separate midwifery and gynecology should be resisted, and disappears. We are, however, not so much 
and the teacher of the former subject should remember, | Concerned with this aspect of the proposed alteration 
what in many instances he seems inclined to forget, | Of the Warrants as with the consideration how the 
that, as Dr. CAMPBELL points out, it is the skilful, | alteration would affect the medical men who would be 
non-operative management of ordinary labour which | required to carry it out. The medical attitude to 
the general practitioner needs to understand; and | the men examined has been invariably one of scrupu- 
this must remain the fundamental teaching of | lous fairness and sympathetic attention. Under the 
even the most skilled obstetric surgeon. When | proposed conditions every ex-Service man who, 
adequately trained in the lying-in ward and in a} being ill or incapacitated for whatever reason, however 
position to derive benefit from such work the student | Jong after the war, claimed pension would be entitled, 
can learn a great deal more in the extern maternity 
district. He can here gain experience in the households 
of the poor which cannot fail to be of the greatest 


were 
placed in Grade I., 546,276 in Grade I1., and 756,859 
in Grade IIf. Excluding the rejected Grade IV. men, 
25 per cent. of those who were accepted fell into 
Grade II. and no less than 34 per cent. into Grade IIT. 
The Committee who reported on the work of the 
Ministry of National Service saw no reason to believe 
that the 24 million men examined were other than a 


on the face of it. to a decision in his favour, whatever 
the medical view. unless the Ministry—videlicet, the 

ame medical men employed by the Ministry—were able to 
advantage to him in after years, and further, he can offer medical facts in disproof. It would indeed 
learn to practise the various ways of carrying out 
will be of service to him in private practice. We in the determination of entitlement to pension would 
look forward with Dr. CAMPBELL to a time not far | >¢ that of obtaining evidence in rebuttal of the claim. 
distant when all practitioners will be thoroughly WwW hether medical men would consent to carry out this 
trained in obstetrics and will possess the knowledge unenviable task, or, if they consented, would succeed 
and sympathy needed to bring about a partnership | '" obtaining the necessary coéperation of those in 
with local authorities and the State. Without such | attendance on ex-Service men to whose claims their 
cooperation the most fruitful results of public and | evidence might prove adverse, must be open to doubt. 
voluntary effort for the welfare of mothers and | It seems certain that the existing relations between the 
children cannot be obtained. body of medical men engaged in pensions work and 
ra the pensioners would be profoundly altered—for 
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Tue Bill which is being introduced in the House Tue King and Queen will visit the new buildings 
of Commons by Mr. F. O. RoBErtTs, Member for | for the Department of Anatomy and for the extension of 
West Bromwich. would, if enacted. alter completely the Institute of Physiology at University College, London, 

| on May 3ist. and will lay the foundation-stones of the new 
the fundamental basis of entitlement and have far- obstetric block and of the nurses’ home connected with 
reaching effects on the large body of medical men | University College Hospital. 
concerned with pension work. Its effect would be so THE LATE Dr. P. Mutpoon: AN ApPEAL.—A few 
to amend the War Pensions Acts that any disease or | weeks ago Dr. Patrick Muldoon, of Mohill, co. Leitrim, 
incapacity found in any officer or man at any date Ireland, was shot dead in the street near his own house. 

“A The circumstances of his death have never been cleared up. 
after he has left the Service is to be considered | fj. was a young man of 31, married, with three children, 
attributable to or aggravated by service unless the | the eldest only 4 vears old. He had already won respeet in 
The his profession, both from his brethren and from the public, 
Bil further states that and a successful career seemed to be open before him. 
‘ for the purpose of this provision, acceptance for such | Naturally he had not been able to make adequate provision 
service shall be conclusive that at the time of joining | for his family. An appeal has been issued on their behalf, 
such service the officer or man was not suffering from 


and subscriptions towards it will be received by the Very 
Rev. Canon M. Masterson, of Mohill. and by Drs. Chas. 


any such disease or incapacity.” This Bill is the | Dolan and Thos.-Reynolds, of Ballinamore, co. Leitrim. 
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Annotations. 
“Ne quid nimis.” 


ROYAL MEDICAL BENEVOLENT FUND. 


THE urgent needs of benevolent funds to relieve 
distress within the medical profession will occupy the 
attention of the annual meeting of this Fund, to be held 
this year at the Royal College of Physicians, Trafalgar- 
square, London, on May 7th, at 4 p.m. Sir Thomas 
Barlow, the President, will be supported by Sir 
Humphry Rolleston, Sir Anthony Bowlby, and Sir 
William Hale-White, and addresses will be delivered 
by the Archbishop of Canterbury and Lord Sumner. 
The objects of the Fund—(1) to make grants of money 
to distressed members of the medical profession, 
their widows, or orphans; (2) to provide annuities 
for such after they have reached the age of 60 years— 
are well known to our readers, but the support given 
is still meagre. The number of new applicants for help 
in 1922 was nearly double that in previous years, 
and the value of the grants was also considerably 
larger; the total number relieved was 483. The 
income from subscriptions during the year amounted 
to £3503 and the grant expenditure to £4966. The 
income from investments was £4166 and the annuity 
expenditure £4458, leaving a deficit for the year on 
the two Funds of £1754. The committee, faced 
for the first time with a deficit, are therefore 
making a special appeal for new subscribers—an 
appeal which we have warmly endorsed on many 
previous occasions. The hon. treasurer is Sir Charters 
Symonds, and the offices of the Fund are at 
11, Chandos-street, Cavendish-square, London, W. 1. 


READING IN BED. 


SLEEP is accepted as part of the nature of things, 
and yet we know little about it. Theories of physical 
recuperation do not explain it, for bodily rest is not 
sleep and cannot take its place. Sleep is a withdrawal 
of interest from the world, a retreat from conscious 
life, a shutting off of outer stimuli, and its onset is 
heralded by a stage in which coherent thought gives 
way to an undirected flow of ideas, a flow which may 
escape notice by those happy people to whom sleep 
comes as surely and regularly as night itself, but may, 
by a harassing union of vividness and incoherence, 
present itself as hypnogogic hallucinations that arrest 
the onset of the deeper loss of consciousness. Or the 
flow of ideas may be so charged with emotion that 
interest cannot withdraw from it, and the worries of 
the day become the sleep-destroying demons of the 
night. The inability to sleep is a constant symptom 
of a condition of anxiety—-whether due to current 
trouble in the outer world or arising from a psycho- 
pathological cause within the sufferer—and the 
thoughts that come crowding into the wakeful night 
add to the feelings of exhaustion and foreboding that 
mar the following day. But other conditions influence 
sleep. The essentials of bodily comfort and a moderate 
degree of mental or physical tiredness aid that 
pleasant anticipation which is perhaps the surest 
prelude to sleep, whilst exhaustion may make its onset 
irresistible. Although to the town worker exercise 
and open air are wonderful soporifics, yet there is a 
condition of being too tired to sleep, and insomnia is 
not always to be overcome by the induction of fatigue. 
Some time-honoured ways of wooing sleep—counting 
imaginary sheep is traditional—depend upon forced 
attention to unemotional matters, and the somniferous 
effect of some subjects, or even speakers and writers, 
arises from the same combination ; on the other hand, 
if spontaneous interest is sufficiently aroused wakeful- 
ness may result. 

These considerations result from the contemplation 
of a series of light volumes under the title of ‘‘ The 
Bedside Library,’’' which has been planned for reading 


f London and Toronto : Messrs. J. M. Dent ‘and Sons. Price 
of each volume, 2s. 6d. cloth; 3s. 6d. leather. 


in bed. We need not assume that the aim of reading in 
bed is always to induce sleep, nor do the publishers 
say in so many words that the subjects of these dainty 

ks are selected with that aim, but attention is 
drawn to the absence of contentious subjects, to the 
soothing appearance of the form of the book, and to 
the facility of reading and handling it; attributes not 
distasteful to him who reads in bed because he likes to, 
but especially attractive to those who seek in the 
practice a pleasant aid to slumber. To seize and hold 
expectant attention would defeat this aim ; hence we 
are not surprised to find that, like contentious material, 
the thrilling and highly emotional finds no part in 
the series. The only novel is ‘‘ Cranford” and, 
delightful as this classic is, the thread of the story is 
slender and the drowsy reader can readily break off, 
to renew on the morrow, his acquaintance with the 
restful personalities of Mrs. Gaskell’s creation. ‘‘ The 
Golden Book of St. Augustine’’ follows, too, the 
golden mean of moderate interest and in its diction is 
far enough removed from modernity to call for that 
effort which, not sufficient to perturb, vet suffices to 
induce relaxation of effort when other conditions 
favour sleep. The range of subjects in the series is 
wide enough for most of those who may seek by 
reading in bed to induce a flow of mildly toned ideas 
as a stage towards the night’s repose. 


ANAESTHESIA FOR REMOVAL OF TONSILS. 


THERE are few operations about which so much 
difference of opinion has been expressed as has been 
uttered with regard to the removal of the tonsils. 
No little part of this divergency of opinion centres on 
the questions of what is the best anzwesthetic to use 
and how it should be given. In this country there is 
no large support for the use of local anesthetics at 
this operation, and controversy has mainly been 
waged around the respective merits of chloroform 
and ether and of a deep or a light state of narcosis. 
At the present time we believe the consensus of expert 
opinion is for a deep ether anesthesia in all but the 
shortest operations. In America, however, the position 
is different, because local analgesics have been widely 
used and recommended for tonsillectomy. In a 
symposium on the question recently instituted by 
the Therapeutic Gazette, of Detroit, we are able to see 
that opinion among the contributors to the discussion 
is pretty evenly divided between those who prefer 
local and those who prefer general methods. Neverthe- 
less, there are several statements made that will, we 
think, go far to corroborate in their opinion those 
operators who employ almost entirely general anzs- 
thetics for the operation of removal of the tonsils. 
For example, it is pointed out that the danger of 
pneumonia and abscess of the lung is by no means 
negligible when local anwsthetics are employed. We 
know of no statistics showing the rate of occurrence 
of this complication after removal of tonsils during 
general anesthesia, but a wide experience assures 
us that it must be of the greatest rarity. Similarly, 
deep cervical infection, a very rare sequel to the 
operation performed here, appears to be not so unusual 
after the use of local agents. In fact, it is easy to see 
how, unless great care and skill are exercised, local 
infiltration in the neighbourhood of a septic tonsil— 
and, of course, most of those to be removed are septic— 
very easily gives rise to serious trouble in the form of 
a local cellulitis or a more general septic poisoning. 
In answer to this, of course, it might be urged that 
the avoidance of these undesirable results is as much 
in the hands of the surgeon as is the avoidance of 
accident in anesthesia in the hands of the anesthetist ; 
that skilled use of injection, in fact, is no more 
dangerous than skilled use of chloroform. Each 
method has an inherent possibility of danger that is 
only repressed by the knowledge and skill of the 
user of the method. Yet when it comes to reckoning 
the safety of the method itself, if ether be substituted 
for chloroform, we imagine that the inherent danger 
is larger in the case of injection than in that of inhala- 
tion. Some would maintain that this is especially the 
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case if adrenalin is included in the injection. On the 
other hand, at least one contributor to the Detroit 
symposium specifically mentions this drug as increasing 
the safety of injection. 

The question of haemorrhage bulks largely in the 
opinions expressed. Those who advocate general 
anesthetics urge that the efficient control of bleeding 
is extremely inconvenient, if not impossible, when 
only local analgesics are used, should the hemorrhage 
require ligature of vessels or suture of the pillars. 
Their opponents argue that bleeding of this degree 
is so rare, when local agents are used, that how to deal 
with it need not enter into any argument about the 
relative results of local and general anesthesia. With 
regard to the age of patients, we note that even the 
ardent supporters of local analgesia do not recommend 
its use for children. With adults, too, in the case of 
this as of every other operation, the mentality and 
general character of the patient must be carefully 
assessed before he or she is operated on during full 
consciousness. Here, moreover, the personality and 
practice of the operator play a predominating part. 
There is no doubt that the man who is accustomed to 
operating on conscious patients, and prefers it, can 
influence favourably the mental attitude of his patients 
in a way impossible to him who is not perfectly at 
home with the method. Nevertheless, some patients 
pay afterwards for the apparent serenity with which 
they have borne the operation. There are certain 
subjects who fall obviously into the category of those 
who should have general rather than local anzsthetics, 
and there are some of whom the converse is true. 
The latter, however, appear to be very few. The 
serious disturbances of the respiratory tract which 
almost preclude inhalation anesthesia are rarely 
present in those for whom the removal of tonsils is 
deemed advisable. Even if they were, it is probable 
that a rectal anesthetic might be preferable to a local 
one. It is interesting to note in the opinions expressed 


in favour of general anzwsthesia that nitrous oxide 
followed by ether is a favourite method. This was the 
case in Great Britain, but has, we believe, largely 


been superseded by an open method for throat cases. 


THE MANUFACTURE OF INSULIN. 


As announced in our last issue, the manufacture 
of insulin in fair quantity has already been achieved 
in this country, and a few further details of its 
manufacture may be of interest. The raw material is 
ox pancreas drawn direct from the slaughter-houses 
and brought to the factory within an hour or 
two of slaughter. Great importance is attached 
to high speed at this stage, because without it 
the activity of the gland is destroyed by the 
proteolytic enzymes of the pancreas. The fresh 
glands, after careful dissection, are extracted by 
the method of Banting, Best, and Collip with 50 per 
cent. alcohol, and this extract is precipitated by 
adding strong alcohol until the alcoholic strength of 
the mixture is 80 per cent. The liquid is now filtered 
to remove precipitated enzymes and so forth; during 
this stage the liquid is kept at a very low tempera- 
ture, so that the action of the proteolytic enzymes is 
inhibited. For this purpose the manufacturers have 
constructed a specially designed cold-room in which 
a temperature of —5° C. is maintained. The next stage 
in the manufacture is concentration in a high vacuum 
at a very low temperature, and subsequently the fat 
and lipoids are removed by extracting the concen- 
trated liquid. This liquid is now submitted to a 
further fractional precipitation with alcohol, by 
which more impurity is removed; after a further 
filtration, absolute alcohol is added, by which the 
crude insulin is precipitated. It is thrown down as a 
nearly white powder, which is washed and dried ; at 
this stage it possesses an activity such that 40-50 mg. 
represents an average human dose ; it still contains, 
however, over 90 per cent. of separable inert matter. 
The removal of the latter constitutes the last stage 
of the purification. The ingenious method employed 
for this purpose was, as already noted, discovered in 
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, about 3 mg. represents an average human dose. 


their object 


the laboratories of the National Institute for Medical 
Research, and communicated to the various firms 
licensed by the Medical Research Council; by its 
use the activity of the product is increased so that 
The 
many stages of purification referred to above have 
the removal of all substances 


_likely to cause irritation or to have toxic effects; 


they also greatly enhance the stability 
finished product. The active substance is a very 
‘sensitive ’’ one, and unless minute attention is 
given throughout the process to the smallest details 
it is liable to be completely lost. The next stage in 
preparing insulin for medical use consists in estimating 
as accurately as possible its physiological activity. 
This is done by injecting a series of doses into rabbits 
and determining the blood-sugar before and after 
administration. Next, a sterile solution has to be 
made, and since insulin is not thermo-stable, and 
therefore cannot be sterilised by heat, this is by no 
means easy, but it is successfully achieved by centri- 
fugalisation and filtration. Finally, the product has 
to be tested bacteriologically to confirm its sterility 
and physiologically to confirm its strength by a 
further determination of its effect on the blood-sugar 
of a rabbit. It is then issued in sealed capsules or 
rubber-capped bottles, each cubic centimetre of the 
contents containing 20 units of insulin. 


of the 


THYROID FEEDING AND GROWTH. 


ENDOCRINOLOGY has been called a modern form of 
mythology ; at whatever point the scientific worker 
encounters the endocrine gland, be it on the physio- 
logical, clinical, or pathological issue, he is confronted 
with conflicting statements. A vast number of 
observations have been made on the subject of growth 
in relation to the secretion of the thyroid gland. By 
common consent experimental workers appear to have 
appreached this subject by two methods: (1) extir- 
pation of the thyroid gland. and (2) the feeding of 
animals with thyroid products. In the case of the 
former large numbers of experiments have been made 
since the original observations of Raynard. Many of 
the results appear contradictory, and it is only of 
recent years that an explanation has been forthcoming 
by way of the parathyroids. It seems clear that, 
generally speaking, in those series of animals in 
which both internal and external parathyroids were 
removed along with the thyroids death ensued ; whilst 
in those—chiefly herbivora—in which, by accident or 
design, the parathyroids were spared, death did not 
result. In such cases, the parathyroids having been 
spared, thyroidectomy has resulted, in young animals, 
in a condition closely resembling human cretinism. 
On the other side of the picture, thyroid feeding has led 
to equally contradictory results. Schafer’s series of 
experiments with young white rats showed that thyroid 
feeding stimulated growth; later other observers 
obtained contrary results and, on the whole, the 
balance of evidence, in rats at any rate, appears to be 
that growth stimulation does not follow thyroid feeling. 
The whole question is, of course, a very intricate one 
from an experimental point of view, and involves such 
issues as fat-metabolism, thyroid toxicity, and the 
inter-relation of thyroid secretion and iodides—the 
whole subject indeed, which Prof. E. W. MacBride has 
termed ‘ internal environment.” 

During the last few years a new stimulus has been 
given to the study of this subject by a group of workers 
who have studied both thyroidectomy and thyroid 
feeding in amphibia, initiated by the work of 
Gudernatsch! on tadpoles. The advantage of working 
with amphibia is that a definite end-point can be 
obtained in the process of metamorphosis ; in other 
words, the question can be studied from the two points 
of view of (1) growth—i.e., ‘‘ constant assimilation of 
food and gradual increase in body size up to a constant 
maximum ”*’; and (2) differentiation—i.e., metamor- 
phosis. Gudernatsch found that thyroid-fed tadpoles 


* Gudernatsch, J. F.: Am. Jour. of Anat., 1914, xv., 431. 
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rapidly metamorphosed into “* perfect frogs of minute 
size, pygmy frogs ’’—that is, differentiation without 
growth. Since this work was done many experiments 
have been made on different phases of the problem. 
much of it of a fascinating character by reason of the 
clear-cut end-points which the amphibian experiments 
yield. By no means the least interesting has been 
the work of J. S. Huxley and L. T. Hogben® on the 
Axolotl. This animal is sexually mature in the larval 
form, and reproduces from generation to generation 
without leaving the water as an adult salamander. 
These workers, confirming the original work of 
Jensen and others, have shown that Axolotl can be 
metamorphosed on thyroid with the production of 
exophthalmos, but that iodine free of organic combina- 
tion fails to have this effect. Im a more recent com- 
munication Hogben® has gone a stage further, and he 
describes the technique and results of thyroidectomy 
in these animals. Out of 20 animals whose thyroids 
were excised only 1 died directly from the effect of the 
operation owing to faulty technique. It is interesting 
to note that in these thyroidectomised animals, as in 
normals alse, injections of anterior lobe of pituitary 
produced metamorphosis, whereas pituitary feeding 
failed. The author also transplanted the thyroids of a 
large sexuaily mature Axolotl into another medium- 
sized individual without producing any signs of 
metamorphosis. 

The importance of this recent work is obvious. It 
has emphasised once again the number of factors which 
operate in the vital functions of growth and reproduc- 
tion. It has opened up new possibilities also in the 
study of the effects—and possibly the standardisation 
-—of endocrine gland products by the use of the lower 
animals. In the amphibia, as Hogben points out, it is 
not a question of comparing relative velocities of 
growth or weights, but of observing an “ all-or- 
nothing *’ effect, and it should be possible to test com- 
mercial endocrine-gland products in this way with 
greater precision than can be used in clinical adminis- 
tration. On the clinical side the disorders of growth 
and development may be due to a variety of causes. 
Dr. Robert Hutchison* has recently shown how 
important it is to recognise these differences. Thyroid 
infantilism, for example, is due to a thyroid deficiency 
setting in some time after birth, or, if it be congenital, 
is only partial, and, in Hutchison’s opinion, reacts well 
to thyroid medication ; whereas the Lorain type of 
disease or primary infantilism does not react to this 
drug or apparently to any other endocrine product, and 
is presumably of different causation. 


MENINGITIS, “SEROUS” AND “SEPTIC.” 


RECENT correspondence in our columns, consequent 
upon the report by Mr. H. L. Martyn of the successful 
surgical treatment of a case of septic meningitis. 
affords an excellent illustration of the pitfalls into 
which nomenclature may lead us. Mr. Martyn was 
undoubtedly dealing with a case in which bacteria 
were present in the whole of the cerebro-spinal fluid 
system, since they were seen along with pus cells in 
that fluid obtained by lumbar puncture. Here, 
therefore, there is no question of a localised infection, 
and upon the fortunate termination of the case the 
patient is to be warmly congratulated, whilst the 
surgeon has obtained a result which may well be never 
repeated in his life’s experience. This condition, 
with a purulent infected exudate in the cerebro- 
spinal fluid, is the criterion of septic meningitis. So 
far we are upon safe ground. When. however, we 
come to the discussion of what is meant by ** serous 
meningitis ’’ we step straight into the quagmire of 
nomenclature—a morass which is further encumbered 
by the presence of a rival entity in ‘‘ meningism.”’ 
The way out is to be found by a consideration of the 
pathological principles governing the spread of 
septic processes. It is well known that in all forms of 
suppuration the fluid products diffuse into the adjacent 


? Proc. Roy. Soc., Ser. B, 1922, xciii., 36. 
* Tbid., 1923, xciv., 204. * Clinical Jour., April 18th, 1923. 


tissues in advance of the organisms—upon this depends 
the phenomenon of chemiotaxis and the emigration of 
leucocytes which may ultimately delimit the focus of 
disease. Where the anatomical arrangements of the 
part are suitable, this “‘ sterile suppuration ’’—to coin 
a phrase combining contradictory terms—may be 
seen in a way in which it is not visible in ordinary 
abscess formation—for example, in the hypopyon 
which sometimes accompanies corneal ulcers. In 
the meninges the anatomical arrangements will allow 
of a similar demonstration, and it is possible for 
leucocytes, which have emigrated from the blood- 
vessels under the chemiotactic influence of diffusing 
toxins derived from local and delimited zones of 
suppuration, to be carried by currents through the 
whole of the cerebro-spinal fluid system and to show 
at lumbar puncture, in the absence of any actual 
bacterial infection of the general subarachnoid system. 
It is in this sense that we may have evidence 
of meningeal infection without septic meningitis in 
its fully developed form. Low though the resisting 
power of the meninges is, it is not entirely absent, 
and it is highly probable that a slight infection with 
septic organisms. especially where these are of low 
virulence, may be recovered from, and this apparently 
has been the result in Mr. Martyn’s case. Upon 
the well-known facts of the development of suppura- 
tion Sir William Milligan’s statement that in cases of 
meningitis there is a stage where the exudate is serous, 
and another where it is purulent. is perfectly correct ; 
no exudate suddenly appears as pus. The transition 
to the purulent stage, in the average case, however, is 
very rapid and the results are very serious. It is 
only where the cause of the irritation is toxic rather 
than bacterial, or where. if bacterial, the infection is 
an extremely mild one, that we can visualise a definite 
stage in which the exudate can be justifiably referred 
to as serous and drainage is likely to be effective. 
With regard to meningism. which appears to us to 
blend inseparably with ‘* serous meningitis.’ this 
must also be looked upon as meningeal irritation from 
a toxic source. The use of these confusing terms is 
unfortunate, but it has now become consecrated 
by time: it would be an advantage, however. if 
“meningism and serous meningitis were used 
as synonymous with toxic meningitis, and that the 
term “septic meningitis ’* should only be used for 
detinite cases of infection of the subarachnoid space by 
pyogenic organisms. 


PREGNANCY COMPLICATED BY PURPURA. 

Dr. George Clark Mosher, of Kansas City, has 
collected 40 cases of pregnancy complicated by 
purpura, including one which came under his own 
observation. The variety of purpura encountered in 
pregnancy is usually of the hemorrhagic type, 
characterised by hemorrhages from the mucous 
surfaces, petechiz, and ecchymoses, a remarkably 
reduced platelet count, prolonged bleeding time, 
normal coagulation time. and a non-retractile clot, 
as in the non-gravid woman similarly affected. In 
pregnancy, however, metrorrhagia is more frequent. 
Multipare between the ages of 22 and 35 are most 
frequently affected. and the patient is usually in the 
sixth or seventh month of pregnancy. Purpura in 
pregnancy is frequently complicated by some infec- 
tion, but sometimes occurs apart from this cause as 
the result of toxemia. The prognosis is very grave. 
It is only rarely that a patient recovers after going 
to term, death occurring at or shortly after delivery 
from hemorrhage. The outlook is less serious when 
there is an early abortion. In half the cases the 
foetus dies in utero, or a few davs after birth. Only 
exceptionally, as in the present case, does it show 
any hemorrhages like the mother. As regards treat- 
ment no drugs are of any avail. The only remedy 
consists in transfusion of blood, keeping the platelet 
count over 10,000, The present case was that of a 
VIL.-para, aged 36. No abnormal hemorrhages had 
occurred in any of her previous pregnancies. Painful 
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purpuric spots appeared in the sixth month of 
pregnancy on the legs and abdomen, and then 
gradually affected the whole body. Three weeks 
later hemorrhages from the gums and nose began. 
10 c.cem. of normal horse serum controlled the loss of 
blood for three weeks, but then repeated hemor- 
rhages from the bowels, gums, and nose set in. 
Horse serum proved ineffective, but the haemorrhages 
were partially stopped by transfusion of 350 c.cm. of 
citrated blood. Through fear of more extensive 
bleeding labour was induced, and a female infant, 
weighing 6} lb., was born and lived 10 hours. Although 
it seemed strong and well developed, large ecchy- 
moses appeared on its skin wherever it was touched, 
although there was no loss of blood from the 
mucous membranes. The mother did not show 
excessive bleeding after delivery, all the other 
hemorrhages ceased after birth of the child, and 
complete recovery took place. 


BRITISH HOSPITALS ASSOCIATION ANNUAL 
CONFERENCE. 


THE annual conference of the British Hospitals 
Association will be held at the Victoria Station Hotel, 
Sheffield, on May 3ist and June Ist, when Sir Arthur 
Stanley will preside at the deliberations and the 
Lord Mayor of Sheffield will welcome delegates. 
The first business will be to consider the reference 
from the last annual meeting concerning the establish- 
ment of a central fund for the provincial hospitals. 
Mr. H. J. Waring will then deliver an address on the 
Future of Voluntary Hospitals from a Medical View- 
Point, to be followed by a discussion. In the after- 


noon of the first day of the congress a discussion on 
Modern Hospital Administration will be opened by 
Dr. S.S. Goldwater (Mount Sinai Hospital, New York). 
On June Ist, after a business meeting, Sir Napier 
Burnett will make a statement on hospital finance, 
to be followed by an address by Lord Hambleden on 
Hospital Finance in its Relation to Approved Societies, 


and a discussion. Various social gatherings have 
been arranged, including an official dinner to the 
delegates on May 31st. Many hospitals and con- 
valescent homes in and near Sheffield will be open to 
delegates in the afternoons. The Sheffield Con- 
ference Committee announce that they will arrange to 
provide private hospitality for such delegates as do 
not prefer to secure their own hotel accommodation. 
Official programmes for the conference will shortly be 
available from the regional secretary, Mr. S. R. 
Lamb, Sheffield Joint Hospitals’ Council, St. Peter's 
Close, Sheffield. 


THE ULTIMATE RESULTS OF GASTRECTOMY 
FOR CANCER. 


THE comparative merits of gastrectomy and gastro- 
enterostomy for malignant disease of the stomach are 
carefully weighed in a paper in Paris Médical for 
April 7th by Dr. G. Lion, who backs his arguments 
by statistics. In the period 1903-1919, 41 of his 
patients underwent gastrectomy for cancer of the 
stomach, the operations being performed by various 
surgeons. There were 16 operative deaths—i.e., a 
mortality of 39 per cent. Of the 25 who survived the 
operation, six died within the first year, six within 
the second year, one lived two years, and another 
lived two years and a few months after the operation. 
There remained 11 patients who survived the dperation 
by more than four years, but of these 11 only five were 
still alive. During the same period 49 patients were 
treated for cancer of the stomach by gastro-enteros- 
tomy. The operation mortality was only 20 per cent. 
—i.e., approximately half that of gastrectomy. 
Further, in most cases an appreciable amelioration of 
the symptoms was obtained. But the duration of 
this amelioration and of the patient’s life was in 
almost every case very limited, the average being 
only six to eight months. In the literature of gastro- 
enterostomy for cancer there have been published 


only six convincing cases in which the post-operative 
survival was a matter of years, and it is doubtful if 
any patient, in whom the diagnosis of malignant 
disease was certain, has survived simple gastro- 
enterostomy by more than five years. On the other 
hand, among Dr. Lion’s 41 cases of gastrectomy there 
were nine, or 22 per cent., who survived the operation 
by more than five years. If the operative deaths be 
excluded, then 44 per cent. survived the operation by 
more than four years, and 36 per cent. by more than 
five years. It should also be borne in mind that some 
of these cases belong to a period when the early 
diagnosis of malignant disease of the stomach could 
not be made with the same certainty that it can 
to-day. With the help of the X rays and other 
modern methods for the early diagnosis of malignant 
disease of the stomach, and with improved operative 
technique, Dr. Lion argues that the late results 
which he publishes could be considerably improved 
upon. To the question: Gastrectomy or gastro- 
enterostomy ? his answer is: Gastrectomy in every 
operable case. He raises another question which may 
be pertinent in this country as well as in France: Why is 
the medical profession so shy of the stomach tube ? 
It may often yield information bringing the patient to 
the surgeon while the disease is still operable, and the 
risk of making a false passage with a stomach tube is 
negligible. This cannot be said of the urethral 
catheter of the use of which few are timid. 


COLOURING POISONOUS DRUGS. 

Ir is stated that the General Medical Council has 
been invited to express an opinion upon the suggestion 
that strychnine in future should contain “ brilliant 
green’ to an extent that would render it readily 
recognisable, and it is further proposed that dis- 
tinctive colouring matter should be added to such 
commercial products as sheep-dips and weed-killers, 
with the same object of preventing danger to human 
life through negligence or criminal intent. It would, 
no doubt, be desirable in the interest of the patient 
or dispenser that drugs dangerous to life in excessive 
quantities, and used in compounding medicines, 
should be so distinguished that accidental failure to 
recognise them would become impossible. Such 
accidents are, however, not common, and a patient 
might be alarmed at the appearance of a medicine 
containing a perfectly proper ingredient. In the case 
of sheep-dips, weed-killers, poisons for vermin, and 
other substances in common use, criminal trials have 
shown that poisons such as arsenic can be used with 
fatal effect, and that their detection may only take 
place with difficulty when the death of a person 
poisoned has for some reason excited suspicion. 
Such suspicion, however, may not arise until it is too 
late to obtain proof as to how the poison came to be 
taken, and the form under which it was obtained. . How 
many cases may escape detection altogether is not 
known. A very vivid and distinctive colouring might 
deter a poisoner or warn his victim, if it were 
undisguisable even in minute quantities and highly 
diluted. It would also, of course, assist in the 
detection of the cause of death. Whether it would 
tend to advertise the poison and its efficacy to 
persons desirous of using it for the purpose of suicide, 
or to would-be poisoners, who might trust to being 
able to disguise it, is a question which no doubt will 
receive consideration. 

ATTENTION is called to comprehensive course on 
medical hydrology to be held from May 29th to 
June 4th, a full programme of which will be found in 
our news columns. a 

THE Oliver-Sharpey Lectures will be delivered on 
May Ist and 3rd, at 5 P.M., at the Royal College of 
Physicians of London, Pall Mall East, by Dr. H. H. 
Dale, F.R.S. The subject will be the Activity of the 
Capillary Blood-vessels, and its Relation to Certain 
Forms of Toxemia. 
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THE TREATMENT OF MEASLES. 


Modern Technique in Treatment. 


A Series of Special Articles, contributed 
invitation, on the Treatment of Medical 
and Surgical Conditions. 


AVIL-—THE TREATMENT OF MEASLES. 

THE more one sees of this disease the stronger the 
conviction grows that the most essential agencies in 
the successful treatment of measles, whether in home 
or hospital, are fresh air and proper feeding. One 
cannot fail to be struck with the immense, and 
usually rapid, improvement which takes place when 
a child, removed from the stuffy and frequently 
overcrowded atmosphere of a poor home, is placed 
under hospital conditions, where in addition to 
personal cleanliness it meets, perhaps for the first 
time, with an ample supply of fresh air and suitable 
feeding, not only in respect of the nature and amount 
of food, but of the conditions under which it is given. 
It would seem, therefore, that in the home treatment 
of measles we should aim at reproducing, as far as 
possible, the conditions a patient would meet with in 
hospital. 

Ventilation of the Room. 


Free ventilation should be secured by means of 
an open window and a fire, direct draught being 
avoided as far as can be. Warmth of the atmo- 
sphere is more important in measles, especially 
during the early stage, than in any other infectious 
fever, with the possible exception of laryngeal diph- 
theria. The temperature of the room should be kept 
at about 65° F., or a little over, but should not 
allowed to rise above 70°. To secure this degree of 
warmth, however, the ventilation must not be 
sacrificed, although it is often difficult to avoid doing 
so in cold weather, if the means of heating are inade- 
quate. Under these circumstances it is better to 
concede a few degrees of heat rather than restrict the 
admission of fresh air, in view of the liability to 
broncho-pneumonia The room should be bright and 
cheery, daylight being freely admitted, but so long 
as photophobia is present glare should be avoided by 
partially lowering the blind, and the bed so placed as 
not to face the window. All superfluous furniture 
should, of course, be removed and strict attention 

id to the cleanliness of the room, as should always 

e the case when dealing with an infective fever. 
The bedclothes should be light yet warm, and the 
patient unencumbered with superfluous blankets. 
A widespread tendency exists among parents to 
smother the fevered child in an unnecessary 
amount of bedclothes, under the utterly wrong 
impression that by this means he will be prevented 
from “taking a chill.’”’ This, of course, is quite a 
mistake; he is simply rendered restless and uncom- 
fortable. The right time for heaping on additional 
blankets is not when the child’s temperature is 
raised above the normal, but after defervescence, 
when the temperature tends to be subnormal and his 
resistance to * chill ’’ is lowered by the recent fever. 
If, owing to free admission of air, the room tempera- 
ture cannot be raised to the desired level, a flannel 
or woollen undervest is permissible, otherwise a 
cotton or linen nightdress next the skin is preferable. 

In cases where the appearance of the rash is delayed, 
as not infrequently happens, additional blankets are 
valuable in promoting the action of the skin, or the 
child may be placed for ten minutes in a hot bath and 
afterwards laid between blankets. Should this not be 
possible a hot wet pack may be tried instead in cases 
where the rash fails to develop. The prevalent 
belief that a ‘ suppressed ’’ rash denotes a liability 
to pulmonary complication is well founded, and is 
deserving of careful consideration. The patient 
should be washed all over once a day with soap and 
water as a matter of cleanliness, while the surface 
should be sponged over with fairly hot water several 
times daily. This tends to bring out the rash, 
induce sleep, and diminish restlessness. 


Toilet of the Eyes, Nose, and Mouth. 

In view of the fact that the normal catarrhs of 
measles are apt to assume undue severity and thus 
ultimately develop into serious complications, routine 
attention to the toilet of the eyes, nose, and mouth 
should be undertaken daily as a measure of prophy- 
laxis. The conjunctival sacs should be _ flushed 
out several times a day with warm boric lotion, 
and the opportunity seized to inspect the eyes in a 
good light at least once every 24 hours, in order to 
detect the presence of either ciliary injection or 
corneal opacity at the earliest moment. The child 
should be encouraged, and, if practicable, taught to 
blow its nose at intervals, and if much blocked with 
mucus it is well gently to irrigate the nares with 
weak boric solution containing salt, one drachm to 
the pint, at intervals. This will promote the patient’s 
comfort by keeping the nasal passages clear, and lessen 
the chance of the middle ear becoming involved by 
extension. 

The condition of the mouth and tongue in measles 
calls for constant attention on the nurse’s part, since 
they soon become dry and foul if neglected. Our 
aim should be to keep down oral sepsis as far as 
possible. Failure in this respect may not only make 
all the difference in the patient’s readiness to take 
his food, but an unhealthy condition of the mouth 
may be directly responsible for the occurrence of 
ulcerative stomatitis, gastro-intestinal disturbance, 
and possibly broncho-pneumonia. To cleanse the 
mouth the nurse should carefully wipe out the buccal 
pouches, gums, and teeth on both sides, floor of the 
mouth, and surface of the tongue with her index finger 
sheathed in a thin layer of damp cotton-wool dipped 
in some antiseptic solution. Chlorine lotion, hydrogen 
peroxide, 2} per cent., and Condy’s fluid are all of 
them good for the purpose. The tongue should be 
finally moistened with glycerine of borax, to which 
a few drops of lemon-juice have been added. The 
right time for doing out the mouth is immediately 
after feeding, though patients will often take their 
food better if the mouth be cleaned before giving it. 


The Diet. 

The dietary of the measles patient calls for special 
care, as is evidenced by the frequent occurrence of 
diarrhcea at quite an early stage of the illness. This 
is due to intestinal catarrh, and if not checked may 
lead to rapid loss of flesh and strength; if it arises 
in the late eruptive stage, it is apt to prove very 
intractable. The diet should be chiefly milk, diluted 
with half its volume of water, or preferably, lime- 
water, given in small amounts and at frequent 
intervals. If diarrhcea be present, and the patient 
very young, the milk may be given citrated or pep- 
tonised. Beef-tea or meat-broths are best avoided 
in measles as a possible source of irritation, though, 
even if diarrhoea is present, small quantities of meat- 
juice together with a few drops of brandy may be 
given with advantage in face of exhaustion. 


Treatment of Complications. 


In view of the fact that the complications of 
measles may in almost every instance be regarded as 
an exaggeration of one of its normal catarrhs, local 
treatment, if undertaken early, might be expected 
to prove effective in arresting their development. 
A tendency to laryngitis will be lessened by steam 
inhalations, and nothing is more effective in soothing 
laryngeal irritability, and the persistent cough 
which attends it, than the inhalation of carbolic acid 
vapour. Bronchitis of any degree calls for counter- 
irritation and a cotton-wool jacket. The chest may 
be rubbed with liniment containing camphor or 
cajuput oil, turpentine, or some stimulating applica- 
tion, and a simple expectorant mixture containing 
paregoric and carbonate of ammonia given internally. 

Should broncho-pneumonia develop, the same 
treatment is indicated, but the condition is likely 
to be more serious and protracted. Linseed meal 
poultices to the chest are valuable in the early stages, 
especially in the case of very young children. That 
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the lives of many young children suffering from 
the broncho-pneumonia of measles and whooping- 
cough may be, and often have been, saved by the 
early application of jacket poultices I am quite 
convinced, the sceptics notwithstanding. In broncho- 
pneumonia a liberal supply of nourishment and fresh 
air is of paramount importance. Plenty of milk, 
supplemented with Benger’s food or sanatogen, 
egg flip, beef jelly, or meat-juice, and in most cases 
a little brandy, are the articles mostly to be relied on. 
Under the conditions of ventilation described above 
restlessness and pyrexia are reduced, the appetite 
is remarkably increased, and recovery expedited, 
while the liability for the child ultimately to fall a 
victim to pulmonary tuberculosis is considerably 
lessened. The good results attending open-airtreatment 
of broncho-pneumonia following measles have been 
convincingly shown by Dr. Claude Ker of Edinburgh. 

Diarrhea.—The gastro-intestinal catarrh, 
which so often attends measles, is liable to culminate 
in a severe form of enteritis should the diarrhoea be 
neglected and the patient be fed injudiciously. If 
peptonising the milk, or diluting it with lime-water, 
is not successful in controlling the diarrhoea, even with 
the help of astringents such as bismuth, catechu, and 
chalk, and a few drops of tincture of opium, milk 
should cease to be given, and whey, fortified by white 
of egg, milk-sugar and, later, a little cream be substi- 
tuted. Small doses of hyd. cum creta and Dover's 
powder, given two or three times a day, are useful in 
some cases, while a starch and opium enema (15 to 20 
drops of laudanum in 2 oz. of boiled starch) given after 
each loose stool is sometimes successful. Washing 
out the large bowel daily with 1 per cent. boric acid 
is worth a trial in colitis when the diarrhoea proves 
intractable. 

Severe ulcerative stomatitis is rarely seen nowadays, 
except in children whose resistance has been lowered 
by other recent illness. If the ulceration is mild in 


degree and limited to the free border of the gum, 
painting the affected surface daily with 2 per cent. 


nitrate of silver and frequent cleansing of the mouth 
with a solution of hydrogen peroxide or Condy’s 
fluid will be successful, but in a severe case with slough- 
ing of the tissues, nothing short of free scraping of the 
diseased surface with a sharp curette and the applica- 
tion of fuming nitric acid under an anesthetic will 
prove effective. 

Conjunctivitis.—For conjunctivitis of slight degree 
the daily irrigation with boric lotion may prove 
sufficient, but if there is much chemosis and the dis- 
charge becomes purulent the inner surface of the lids 
should be painted with nitrate of silver, 10 gr. to the 
ounce, every other day in addition. Should corneal 
ulceration threaten, an ointment containing yellow 
oxide of mercury and atropine must be used, and 
the eyes efficiently shaded. 

Otitis Media.—The occurrence of earache, tenderness 
on pressure over the external canal, and slight pyrexia 
denotes otitis media, in which case the application 
of a large hot fomentation to the side of the head, 
and frequently renewed, will relieve pain and encourage 
the appearance of a discharge. Syringing the ear 
several times a day with warm boric lotion following 
the instillation of hydrogen peroxide drops will soon 
clear up the otorrhcea. 

Infectivity.—_The measles patient, though very 
infectious in the early stage of the attack, soon loses 
his infectivity, and may be safely allowed to mix 
again with others at the expiration of a week, dating 
from the time at which the rash first made its appear- 
ance. It is wise, however, in most cases to keep the 
patient in bed for ten days or more, in view of the 
risk of pulmonary complications. No attention need 
be paid to the occasional presence of peeling. 

isinfection.—A rigorous disinfection of the room 
after measles is unnecessary, simple cleansing being 
quite sufficient for safety. 


F. Foorp CaIcEer, M.D., F.R.C.P. Lond., 


Medical Superintendent, South-Western Fever Hospital, 
Stockwell ; to St. Thomas’s 
ospital. 


Special Articles. 


THE NEW ANATOMY BUILDING AT 
UNIVERSITY COLLEGE, LONDON, 


By Pror. G. ELLior Smitru, M.D. Syp., 
F.R.C.P. Lonp.. F.R.S. 


THE erection of the new building for the Department 
of Anatomy, which also provides an extension for the 
Department of Physiology, completes the scheme for 
the development of the building for the Faculty of 
Medical Sciences which had long been contemplated, 
the proposal having been first definitely formulated on 
the initiative of Prof. FE. H. Starling in 1907. Funds 
having become available through the generosity of a 
number of donors, amongst whom were Sir W. 
Gwynne Evans, Prof. Plimmer, Dr. Ludwig Mond, 
and Mr. Thomas Webb, the portion of the Institute 
to be dedicated to physiology was begun in 1908 
and formally opened in 1909 by Lord Haldane. 
From the outset the new Institute, under the 
inspiring guidance of Prof. Starling and Sir William 
Bayliss, attracted students and research workers 
from all over the world, and it soon became 
apparent that the available accommodation was not 
equal to the demand made upon it. The erection of 
the second portion of the projected Institute of Medical 
Sciences—-viz., that to accommodate the Department 
of Pharmacology—was rendered possible by the 
generosity of the late Mr. Andrew Carnegie. The 
pharmacology building, which adjoins the Institute of 
Physiology on the east side, was completed in 1912, in 
accordance with plans drawn up by Prof. A. R. Cushny, 
and was formally opened by Sir Thomas Barlow. 

A site facing Gower-street, adjoining the western 
end of the Institute of Physiology, was allocated for 
the third portion of the Institute, to accommodate the 
Department of Anatomy, hitherto most inadequately 
housed. Before the scheme could be completed the 
war intervened, but the College did not abandon hope. 
The war, if it destroyed any chance of the immediate 
fulfilment of our plans, brought us into closer relations 
with the academic institutions and medical men of the 
United States of America. The Rockefeller Foundation 
was eager to give some striking expression of American 
friendship to the British Empire, and was also anxious 
to enlist the help of British medicine in its great 
schemes for ‘‘ the promotion of the well-being of 
mankind throughout the world.’’ The Foundation has 
already spent large sums in the United States, in 
South America, and in China for the establishment of 
schools in which research and the education of medical 
men should go hand in hand. 

The Rockefeller Gift. 

At the end of 1919 two representatives of the 
Rockefeller Foundation, Dr. Wickliffe Rose, General 
Director of the International Health Board, and Dr. 
Richard M. Pearce, Adviser in Medical Education to 
the Foundation, came over to inquire into the methods, 
problems, and needs of medical education in Europe. 
The recent establishment, under the stimulus and with 
the financial help of the Board of Education, at several 
of the London medical schools of clinical ‘ units ”’ in 
medicine, surgery, and gynecology, staffed by whole- 
time teachers, excited their interest, since the 
Foundation had already played a large part in the 
encouragement and endowment of this system of 
medical education in America. The essential feature 
in this system is the close coéperation between all 
departments concerned in the medical curriculum. It 
is recognised that medicine and surgery cannot advance 
except in association with the other departments 
hitherto regarded as more purely scientific, in particular 
pathology, anatomy, physiology, and biochemistry. 

At University College Drs. Rose and Pearce found 
a hospital which had been founded for the express 
purpose of medical education. They found also active 
and well-equipped institutes for the study of some 
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branches of medical science and definite plans for the 
completion of a whole scheme of medical education as 
soon as the necessary funds were available. Thus, in 
the College there was fair provision for physiology, 
pharmacology, and biochemistry, but no _ proper 
facilities for teaching and research in anatomy, 
embryology, and histology. In the clinical subjects 
of the curriculum, while medicine and surgery were 
represented by whole-time professors at University 
College Hospital Medical School, there was a lack of 
beds devoted entirely to the work of these units, and 
the accommodation for research into the chemistry 
of disease was deficient ; there was no adequate pro- 
vision for scientific investigation and teaching of 
midwifery and the diseases of women. Plans for the 
remedying of these gaps in the scheme were ready ; the 
only thing necessary was money. The representatives 
reported favourably on this scheme for the creation of 
a complete and _ scientifically equipped School of 
Medicine to the Rockefeller Foundation. As a result 
the Foundation decided not only to place at the 
disposal of University College sufficient funds for the 
realisation of the scheme formulated in 1907, but also 
to provide the additional endowment required to 
maintain the increase in staff which the scheme 
entailed. At the same time the Rockefeller Founda- 
tion made an even larger gift to University College 
Hospital Medical School for the promotion of the work 
of the clinical units. 
Reform in the Teaching of Anatomy. 

Histology.—It is appropriate that the attempt to 
institute radical reforms in the teaching of anatomy 
and in the provision of facilities for research should be 
made in University College. Paradoxical as it may 
appear, the reforming zeal of Prof. Sharpey at this 
College 70 years ago had as one of its ultimate results 
the crippling of anatomical effort in England, and it is 
proper that the College which created a physiology so 
vigorous as to take to itself the more vital and 
progressive parts of anatomy should be the institution 
to right this ancient wrong by restoring to anatomy 
the opportunities for teaching and research in histology 
and practical embryology, and for the experimental 
study of the factors that influence growth and develop- 
ment. 

The structure of the nervous system. its develop- 
mental history, and the connexions displayed by 
degeneration and experiment are all subjects which 
should be studied as one connected whole in the 
Department of Anatomy; and if the complexities of 
the nervous system are to make any intelligent impres- 
sion upon students, the functional significance of the 
arrangements must be discussed and the effects of 
damage to the nervous system must be used, not with 
any pretence of teaching the student clinical medicine. 
but in order to give him some satisfying explanation 
of a complex and otherwise unintelligible mechanism. 
It is necessary, then, in any properly equipped institute 
of anatomy, to provide a neurological department 
equipped with sets of slides of adult human and 
embryonic material and of the brains of other verte- 
brates, and with laboratories for the experimental 
study of the results of degeneration. 

Experimental Work.—-It is an essential part of the 
work of a Department of Anatomy that it should carry 
on experimental investigations of the factors which 
influence growth and development and of the causation 
of anomalies and monstrosities. Such researches have 
led to results of great importance in exposing the 
underlying principles of development as well as in 
explaining the causation of pathological conditions. 
The equipment of laboratories for such experimental 
work is therefore a necessary part of the scheme. 

X Rays.—-The knowledge of the structure of the 
living body that can be acquired by the use of the 
X. rays is becoming increasingly important in the study 
of anatomy. At present a student is called upon to 


interpret radiograms long after he has left the Depart- 
ment of Anatomy, when his familiarity with the 
relations of the structures has grown dim. The proper 
time to acquire an understanding of X ray appearances 
is when the student is actually studying the things of 


which the X rays cast shadows, and such studies also 

teach him his anatomy. The equipment of a Depart- 

ment of Radiology opens up a promising field of 

anatomical research, which will become increasingly 

fruitful as the technique of radiography is improved. 
A Scheme of Codperation. 

The completion of the building for these three 
closely allied sciences of anatomy, physiology, and 
pharmacology is the expression of a far-reaching scheme 
of coéperation, involving, on the one hand, the closer 
correlation of teaching and research in these sciences, 
and on the other the linking up of the work done in the 
Faculty of Medical Sciences in the College with that 
done in the Medical School of the Hospital. Moreover, 
the building is a permanent symbol of the bond that 
unites us in a common aim with the Medical Schools 
of America and with the Rockefeller Foundation. The 
new anatomy building is linked by means of a tunnel 
passing under Gower-street with the Medical School of 
University College Hospital, and it is anticipated that 
this physical avenue of communication will facilitate 
a freer intercourse between each set of workers to their 
mutual benefit. The extension of the Department of 
Physiology affords ampler provision for teaching and 
research in experimental physiology, and makes it 
possible for Prot. Starling to remain in the College as 
Foulerton Research Professor of the Royal Society, 
even though he relinquishes the Jodrell Chair of 
Physiology and the Directorship of the Institute which 
he created. 

The Rockefeller endowment has made it possible not 
only to create a University Chair of Biochemistry, but 
also to increase the accommodation allotted to this 
subject. Training will now be provided not only for 
students of medicine, but also for biochemists, who 
are in constant demand in research and industry. For 
these a definite curriculum has been devised. 


THE THIRTY-FIFTH 
CONGRESS OF INTERNAL MEDICINE 
AT VIENNA. 


THE German Society of Internal Medicine, perhaps 
the most important of all German medical corpora- 
tions, meets every second year at Wiesbaden, and each 
alternate year in some other German or Austrian city. 
This year the place of meeting was Vienna; the 
Congress, held during the week April 8th to 14th, 
was the first real international medical assembly in the 
city since 1913. The attendance numbered more 
than 1400 medical men, including representatives of 
the Scandinavian States, Italy, Spain, Russia, Egypt, 
Japan, China, Canada, and the German-speaking 
countries. Prof. Karl Wenckebach. well known for 
his researches in the pathology of the heart, presided 
over the Congress, of which the transactions were 
divided into three large groups: Encephalitis lethar- 
gica, with its concomitant conditions; hypertonia ; 
and disorders of internal secretion. In his intro- 
ductory address Prof. Wenckebach discussed the 
relation between the artist and the scientist. Both, 
he said, are gifted with fancy and observation, both 
produce results obtained by a combination of mental 
labour and intuition, and varying according to the 
proportion of these elements. Observations on 
children show that the latter possess to a remarkable 
degree the ability to perceive the characteristic traits 
of an object. Similar conditions prevail with primitive 
man, who possesses the same power, as prehistoric 
cave-drawings have proved ; but with the increase of 
conscious knowledge this power of perception is lost, 
both in the individual child and in the race. ‘* Know- 
ledge displaces sight,” except in a small minority of 
people ; the latter. who retain their congenital gifts, 
are the artists and idiots. In medicine it is important 
to observe, without paying too much attention to 
knowledge alone. According to the present method of 
medical study, the student must acquire a great deal 
of knowledge in a very short time, and must believe 
what others tell him. Prof. Wenckebach urged that 
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the student might be encouraged to form his own 
opinion, based on sound knowledge of fundamental 
principles, and to stay longer than the statutory 
five years in hospitals and wards. Careful observation 
of the subject should be the basis of instruction, to 
enable the doctor, like the artist, to teach himself. 


Encephalitis Lethargica. 

Prof. K. Economo (Vienna). one of the first men to 
describe encephalitis lethargica. opened the discussion 
on this disease. *‘ Sleepy sickness.”’ he said, was first 
described in 1872 at Tiibingen. and in 1890 similar 
cases were reported from Italy after an epidemic of 
influenza; in the winter of 1916—17, in Vienna. there 
occurred about 50 cases of what was recognised by him 
to be an independent disease, manifested by a tendency 
to protracted sleep, with marked squint. The condi- 
tion lasted several weeks or months; about 30 per 
cent. of those affected were cured: an equal pro- 
portion died, whilst the rest remained permanent 
invalids. Investigations showed the presence of 
certain bacteria in the brain; Doerr and Levaditi 
found that these bacteria were filtrable and trans- 
missible to the cornea of rabbits. where they produced 
conditions very similar to those obtained by infection 
with the contents of the ordinary herpes vesicles. 
It seemed likely that the etiology of herpes and that of 
encephalitis lethargica were identical, but in the latter 
disease the virulence was much greater for reasons 
still unknown. Transmission probably took place 
through the air, by way of the naso-pharynx. A very 
few contacts were infectious (4 per cent.). Treatment 
against the encephalitic processes could be satisfactory 
in the early stages only. Intravenous injection of 
large doses of iodine gave good results in acute cases ; 
chronic cases were still resistant to treatment. The 
clinical manifestations were sometimes more choreic, 
terminating in cataleptic conditions, with peculiar 
disturbances of will or intention. Observations of 


these conditions proved the function of sleep and 
awakening to be controlled by a certain focus in the 


brain very near the centre for ocular movement ; 
encephalitic lesions of this focus produced changes in 
the rhythm and duration of sleep—e.g., months of 
daylight sleep. The cataleptic conditions were 
traceable to an organic lesion of the ganglia situated 
between the optic thalamus, the corpora geniculata, 
and the pineal body. The chief interest of these 
manifestations was centred on the fact that * will ” 
(intention) no longer appeared to be entirely a result 
of psychical processes. Cataleptic conditions were 
formerly regarded as symptoms of psychic disease, 
but it was now found that a patient in such a condi- 
tion had a well-localised organic lesion in the border- 
land between the ganglia connected with sensations 
and movements. The explanation of certain neuroses 
and psychoses, formerly thought to be due to psychic 
repression, had thus been placed on a new anatomical 
basis. 

A second paper on the same subject was read by 
Prof. M. Nonne (Hamburg), who dealt chiefly with 
the clinical picture of the disease. He had examined 
and observed 162 cases, and was satisfied that between 
the acute and chronic stages a normal stage might 
intervene lasting up to three or four years. Few cases 
were definitely cured ; the after-effects were more or 
less marked in nearly all patients. Prof. Nonne 
agreed with Prof. Economo as regards the etiological 
iactor, but suggested the possibility of a special 
neurotrophic toxin, similar to that found in meta- 
syphilitic processes. He thought that the frequent 
disturbances of the function of the liver might be 
explained by assuming a lesion of a brain-centre 
regulating the functions of this organ. The manifesta- 
tions of chronic encephalitis could be placed in three 
groups: In the first psychic symptoms were prevalent ; 
in the second the disturbances were centred in the 
organs of movement ; and in the third metabolism was 
chiefly affected. Very often nothing was observed 
but a change of personality, without marked intel- 
lectual difference. The study of the pathology of this 
disease had greatly influenced current views as 


regards the diseases of the nervous system; it had 
given useful clues as to the function of the nucleus 
caudatus and nucleus lenticulatus, parts of the brain 
which controlled the voluntary innervation of single 
groups of muscles. The slightest conscious voluntary 
innervation of a given group of muscles required an 
involuntary * synergistic ’’ innervation of numerous 
other muscles; chronic encephalitis lethargica, how- 
ever, disturbed this innervation control, with the 
resulting characteristic ‘* cataleptic conditions 
(Parkinson). The tonus of the muscles, and the atti- 
tudes and positions of the joints, were regulated, apart 
from conscious volition, in the ganglia which are chiefly 
affected by the inflammations of encephalitis lethargica. 
The metabolic disturbances so often noted after the 
attack pointed to inflammation of the controlling 
brain-centres; these were marked adiposity with 
nervous disturbances, and extreme emaciation without 
disease, as well as with diahetes mellitus and insipidus. 
(Prof. Nonne had observed a case with an output of 
over 20 litres, or 40 pints, a day.) 
The Laws of Heredity. 

An animated discussion followed these two reports, 
during which many speakers expressed agreement 
with the ideas set forth. Amongst other papers may 
be mentioned that of Prof. A. Pick (Prague), who 
discussed the problems of * heredity in mankind.” 
The laws of Mendel, he said, were valid in this con- 
nexion, but it was extremely difficult to obtain suitable 
material for study, as experimentation was hardly 
possible. Satisfactory observations were made on 
twins from the same ovum. He had seen and read of 
only 30 cases in 12 years of hereditary diseases in such 
twins: and even normal traits (finger-prints) had 
been observed by very few workers. As a_ rule, 
such observations had only been reported where 
twins were attacked synchronously by the same 
disease (e.g., epileptic seizures, asthma, diabetes, or 
infectious disease with very similar course), whilst 
recessive diseases, which would give a much better 
insight into the laws of heredity, were rarely reported. 
It was important to remember that whilst twins from 
the same ovum were always of the same sex, only 
25 per cent. of the same sex were from the same ovum. 
Yet in a case of colour-blindness and in another one of 
alkaptonuria, in absolutely certain twins of the same 
ovum, only one twin was diseased. As regards the 
variation of dominant syinptoms, convincing data 
could rarely be obtained; Prof. Pick could show, 
however, that in some families migraine, Graves’s 
disease, or asthma, from which one of the parents 
suffered, was transmitted to the offspring in such a 
way that the child strongly resembling the diseased 
parent was much earlier affected by it than the child 
resembling the healthy parent ; the latter child, indeed, 
was often only affected after the age of 50 years. 
For the study of such problems, it was suggested 
that family histories should be collected by family 
physicians, and that a central institute for pedigrees 
and family histories should be called into existence. 

Surgical Treatment of Angina Pectoris. 

Prof. Wenckebach described Prof. H. Eppinger’s 
experiments at Vienna, in which angina pectoris 
was treated by division of the depressor nerve of the 
heart. Up till the present the operation has only been 
done in six cases and the results have been satis- 
factory. It is based on the researches of Spiegel. who 
found that there existed a certain type of transmission 
of pain which he called ‘* Gefasschmerz ”’ (pain of the 
blood-vessels). The technique of this operation is not 
yet sufficiently perfected to be generally encouraged. 
Dr. Torney (Budapest) recommended the injection of 
cardiac remedies direct into the aorta, especially of 
adrenalin in cases of collapse. Prof. H. E. Hering 
(Cologne), Prof. E. Edens (St. Blasien), and Prof. 
Hediger (Ziirich) read papers on cardiac pathology. 

Hungarian physicians presented a series of papers on 
the process of digestion ; their researches showed that 
mastication only influenced the emptying of the 
stomach in so far as it changed the consistency of the 
food ingested, which was evacuated according to its 
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chemical constitution; the carbohydrates were 
emptied first, the fats last. Great interest was 
evoked by the paper by Dr. W. Stern (Vienna) on 
voice-production in patients on whom laryngectomy 
had been performed. He showed three patients of this 
kind, who had been taught to use their stomach as 
bellows for producing an excellent voice in the 
pharynx. They had learned to swallow large quan- 
tities of air and to expel it by using the abdominal 
muscles, like ventriloquists. This work is important 
in connexion with the advisability of total laryn- 
gectomy in laryngeal cancer. 


(T'o be concluded.) 


BUDAPEST. 


(FROM OUR OWN CORRESPONDENT.) 


The Half-Deaf’’ Club. 

ABOUT two years ago a school was opened for the 
partially deaf, in the otological section of the St. 
John’s Hospital, Budapest. It is the experience of 
teachers of the deaf that the partially deaf can be 
cured, in the sense that they can trained to 
compensate for their disability, but that for 
this purpose they must be entirely separated from 
the deaf-mutes. The Ministry of Public Instruction 
and the city council of Budapest codéperated 
in the organisation of this school, the Ministry 
selecting teachers from the deaf-mutes’ institutions 
and the city giving the necessary premises. At 
present 45 partially deaf children attend the school. 
There are also courses for adults, and all instruction is 
free. I have visited one of these schools and heard 
a lesson given to adults. The teacher narrated his 
experiences gained on a journey to Turkey, and the 
partially deaf pupils repeated his words without 
error. They could not understand single more 
difficult words, but the teacher wrote the latter on a 
blackboard, and the pupils rapidly learned to lip- 
read them. Two teachers sat among the students, 
and explained the more difficult expressions. The 
director of the school told me that the course for 
adults lasts three months; the first course is about to 
terminate at the present time. One student is a 


judge, entirely deaf, but now able to lip-read 
any person’s speech without fail. After the course 


care is taken to maintain contact with students 
by means of the ** Half-deaf’’ Club, where weekly 
lectures and concerts are held. There are similar 
clubs in Berlin and Vienna. In all there are about 
14,000 partially deaf persons in Budapest, and many 
of these have notified their intention to attend the 
courses. 
Lithia”? Waters in Hungary. 

Hungary is well known to be very rich in mineral 
waters; the country may be said to supply the 
world with aperient waters, and in addition to them 
has excellent lithia waters. The owners of the 
springs cannot, however, afford modern machinery for 
bottling, &c. Several new springs have lately been 
discovered, all containing more or less lithia; but 
the term “ lithia water”’ is now too freely used in 
Hungary and neighbouring countries, waters which 
contain the merest trace being advertised under 
its name. This state of affairs is due to the fact 
that the springs containing lithia in abundance were 
almost all in those parts of Old Hungary separated 
from it by the Treaty of Versailles. This fact 
necessitates legislation to circumscribe the meaning of 
the word “lithia”; the definition given, in a memo- 
randum prepared to that end, contains the following 
statement: ‘‘ This element, as is generally known, 
occurs in many natural mineral waters in the form of 
hydrocarbonate and chlorate of lithia, but quantita- 
tively it never forms the chief constituent of these 
waters. If, however, the carbonate of lithia can 
be shown by analysis to be present in a quantity of 
2 to 3 eg. in one litre of water, this fact may be 
mentioned in the analytical report for its characteri- 
sation and for the estimation of its therapeutic value, 


just as mention is made of the fact that a water 
contains iodine, bromine, &c. This fact alone, 
however, does not constitute the value of a mineral 
water, because the therapeutic value and action of 
natural mineral water are manifested not only in the 
several constituents present in minute quantities, but 
depend on all the constituents as well as on their 
relation to each other. To-day it is generally accepted 
that every mineral water must be regarded as a 
separate compound, for two absolutely similar waters 
cannot be found; consequently, the action of two 
mineral waters cannot be equal. If this principle 
were rigorously applied, the action of every mineral 
water should be separately tested. If, therefore, a 
certain mineral water contains lithia among other 
constituents, it is not proper to stress the presence of 
this one constituent and call it a lithia water. In 
order to prevent the misuse of this name it would be 
useful to have a legally protected standard of the 
amount of lithia required before the name may be 
employed.” 
April 10th. 


Che Services. 


ROYAL NAVAL MEDICAL SERVICE. 
Surg. Comdr. L. E. Dartnell has been placed on the 
Retd. List with rank of Surg. Capt. 
Surg. Comdr. C. H. L. Petch has been placed on the 
Retd. List at own request. 


ROYAL ARMY MEDICAL CORPS. 
Lt.-Col. W. J. Waters retires on ret. pay. : 
Capt. C. R. Dudgeon retires receiving a gratuity, and is 
granted the rank of Maj. 
Capt. W. T. G. Boul (late R.A.M.C., Spec. Res.) to be 


Capt. 

Lt. R. K. Nisbet to be Capt. (prov.). 

General Hospitals : The undermentioned having attained 
the age limit are retired, and retain their rank except where 
otherwise stated: Lt.-Cols. C. P. Childe (Bt. Col.), E. L. 
Fox, G. G. Sparrow. H. W. Shettle, J. R. S. Robertson, 
J. Kyffin, and C. F. Routh; Majs. T. A. M. Forde (Bt. 
Lt.-Col.), J. R. Keele, W. P. Purvis, H. P. Ward, R. A. Dove, 
W. C. Wilson, and G. F. Aldous; Capts. G. C. Sandford 
(granted the rank of Maj.), C. L. Lander (granted the rank 
of Lt.-Col.), E. G. S. Saunders, W. C. Hamilton, T. Horton, 
G. A. Roberts, E. R. Clarke, F. E. Price, 8. Goss, W. P. 
McEldowney, J. T. M. McDougall, M. D. Wood, H. L. 
Driver, and W. Carling. 

Capt. G. P. Mills relinquishes his commun. and is granted 
the rank of Maj. 

Sanitary Service : The undermentioned officers relinquish 
their commns. and retain their rank: Lt.-Cols. Sir A. 
Newsholme, W. Collingridge, and M. Hay ; Majs. S. Barwise, 
P. Boobbyer, H. Handford, E. W. Hope, T. W. J. Kelly, 
J. Niven, H. C. Pattin, A. E. Parmewan, W. H. Symons, 
J. S. Tew, J. C. Thresh, L. C. Parkes, W. J. Howarth, J. 
Murray, A. M. N. Pringle, H. Scurfield, and D. Forbes ; 
Capts. L. M. Bowen-Jones, W. F. Brown, G. H. Carrington, 
F. J. H. Coutts, J. H. C. Crocker, J. Dawson, A. Duncan, 
E. T. Fison, J. T. Graham, T. W. Graves, A. J. Hall, J. A. 
Hislop, R. Jones, A. Ledingham, W. C. Lewis, J. D. 
McCrindle, C. R. Macdonald, A. J. McGregor, W. Mackie, 
A. C. Munro, J. T. C. Nash, M. Paterson, H. Peck, G. 
Peterkin, F. B. W. Phillips, J. T. Prangnell, E. W. Rees- 
Jones, A. Robb, T. Robinson, J. M. Ross, T. Rutherford, 
E. H. Snell, F. E. Streeten, C. Templeman, A. E. Thomas, 
J. P. Watt, J. H. Williams, J. T. Wilson, R. M. Yule, 
A. B. Dunne, T. E. Francis, J. J. Buchan, and F. J. Allan. 


ARMY RESERVE OF OFFICERS. 
Capt. S. Pinion, late R.A.M.C., to be Capt. 
TERRITORIAL ARMY. 


Lt.-Col. G. A. Troup, from T.A. Res., to be Col. and Asst. 
Dir. of Med. Servs., 54th (E. Angl.) Div., T.A. 


ROYAL AIR FORCE. 
The undermentioned are granted permanent commissions 
as Flight Lts.: J. R. Crolius and J. M. A. Costello. 
Cc 


. A. Meaden is granted a temporary commission as a 
Flight Lt. 


INDIAN MEDICAL SERVICE. 
Col. J. Jackson to be Maj.-Genl. 
Capt. Govind Shivram Mandlik relinquishes his temp. 
commn. and is permitted to retain the rank of Capt. 
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THE TEACHING OF OBSTETRICS AND 


GYNZCOLOGY. 
REPORT ON EXISTING ARRANGEMENTS. 


Dr. Janet Campbell's report! on the arrangements 
now in vogue for teaching obstetrics and gynecology 
in the medical schools of Great Britain is part of a 
larger inquiry into the causes and prevention of 
maternal mortality, the results of which are to be 
made public later. The first necessity of an efficient 
midwifery service, as Sir George Newman remarks in 
a prefatory note, is the training of the medical 
practitioner. The report is divided into three parts. 
First, notes are given of the facilities provided by 
24 medical schools, including 12 in London, seven 
provincial English universities, four Scottish univer- 
sities, and the Welsh National Medical School. 
Secondly, Dr. Campbell makes observations upon the 
working of these arrangements and the organisation 
of the educational facilities. And thirdly, con- 
clusions and recommendations are set down which 
emerge as a result of Dr. Campbell’s knowledge and 
experience in this and other countries. 


Provision of Maternity Beds. 

The provision of such beds in the teaching hospitals 
of London is, Dr. Campbell reminds us, a _ recent 
development, initiated primarily to meet the needs 
of students from such universities as Oxford and 
Cambridge (where in-patient maternity experience is 
a requirement), but extended because its value to all 
students has become more clearly appreciated. 

In 1906 only two hospitals in London with medical schools 
possessed lying-in wards, and these were not used for teaching 
students. Certain hospitals, for example, Charing Cross, 
St. George's, and Westminster, have still no maternity 
beds, though such provision is under consideration, and the 
first two hospitals will probably have maternity wards at an 
early date. In others the number of beds varies from 
seven (St. Mary's), eight (University), and nine (London 
Hospital) to 17 (St. Bartholomew's), 21 (St. Thomas’s), 
24 (King’s College), and 40 belonging to the Royal Free 
Clinical Unit. All these beds are not wholly at the service of 
medical students, for to some (e.g., London and Guy’s) 
pupil midwives have a prior claim. Others are divided 
more or less equally between students and pupils (e.g., 
St. Thomas’s), but the advantage of the medical school 
being in direct control of both beds and extern district is 
very great from the point of view of teaching. 

In most cases arrangements are made for the 
students to reside at or near the hospital while taking 
their midwifery practice, and this should be an 
invariable rule. The time seems to have come for the 
teaching hospitals in London to reconsider their 
accommodation for maternity cases. In Scotland 
and in the provinces instruction in practical midwifery 
is usually less closely associated with the university 
and medical school. The general hospitals used for 
clinical teaching have no maternity beds (except the 
Royal Infirmary and General Hospital, Bristol, and 
the Queen’s Hospital, Birmingham), and most 
students take their midwifery, intern and extern, at 
a maternity hospital which is also a training school 
for midwives and over which the university may have 
little or no direct control. 

Maternity hospitals in Aberdeen and Dundee are under the 
direct supervision of the professors of midwifery, but 
students compete with pupil midwives, and the number of 
cases is inadequate for both. The professors of midwifery 
in Glasgow have no direct control of the maternity hospital. 
In Edinburgh the maternity hospital is in various respects 
admittedly unsatisfactory, but the professor, as ex-officio 
senior physician, is responsible for the general medical 
management and has access at all times for teaching. In 
Newcastle the maternity hospital is extremely inadequate, 
but new premises are about to be provided ; the professor 
exercises general supervision, and there are sufficient cases. 
In Manchester, St. Mary’ s Hospitals with 58 maternity beds 


1 Ministry of Health. 


Reports on Public Health amd Medical 
Subjects. No. 15. Notes on the Arrangements for = 
Obstetrics and Gynecology in the Medical Schools. By Ja 

M. Campbell, M.D., M.S., Senior Medical Officer for Mate ae 
and Child Welfare. H.M. Stationery Office. 1s. 3d. 


are available. In Sheffield there is the Jessop, with 2f 
maternity beds. In Leeds the Maternity Hospital has 75 
beds, but is overcrowded, and the professor is mere sly one 
member of the staff, with no ex-officio duties or privileges. 
At Bristol there are 24 beds at the Royal Infirmary, and 
22 (midwifery and gynecological) at the General. At 
Birmingham there are three mate rnity beds at the Queen’s, 
and students are permitted to observe the practice at the 
Maternity Hospital. At Liverpool there is the Maternity 
Hospital, which is largely used for pupil midwives; there 
are five ante-natal beds at the Royal Infirmary, which will 
shortly be increased by about 20 maternity beds, under the 
professor. 


Pre- Maternity Clinics. 


Originating in the somewhat casual arrangements 
for booking’ prospective maternity patients such 
ante-natal clinics are rapidly becoming an important 
branch of the out-patient department. A pioneer 
centre is that established by the late Dr. J. W. 
Ballantyne in connexion with the Edinburgh Maternity 
Hospital, which is now maintained by the local 
authority as part of the public health activity of the 
city. The ante-natal clinic at the London Hospital 
is an example of a recently established centre where 
the work has become highly developed. At some 
maternity hospitals the extension of pre-maternal 
supervision has been hampered by lack of accommo- 
dation, but a centre of some kind has proved prac- 
ticable everywhere. Special arrangements for social 
service in connexion with ante-natal work are made 
by the almoner’s department at St. Thomas’s, the 
London, and the Royal Free Hospitals and elsewhere. 
Pre-maternal supervision offers the most promising 
field for true preventive work in midwifery ; it gives 
opportunity for the investigation of abortions and 
stillbirths, and it affords the most hopeful means of 
reducing the heavy mortality of the newly-born 
which occurs during the first days and weeks of life. 
a death-rate which has scarcely been touched by the 
ordinary methods of infant welfare. It may be hoped 
that post-natal supervision will invariably be added, 
and that patients will learn to come for examination 
at least once after the confinement. The post-natal 
clinic is one of the best instruments of preventive 
gynecology. Such a clinic has recently been 
established at the Royal Free Hospital. 


Recommendations. 


The principal factors needed to bring the arrange- 
ments for teaching midwifery into a position com- 
parable with that of other clinical subjects of the 
medical curriculum are set out by Dr. Campbell in 
a concluding section. 


Adequate Time.—Where necessary, the curriculum might 
properly be modified so as to provide a minimum period of 
three months’ whole-time for the study of gynecology and 
obstetrics, including the care and management of infancy, 
to which, whenever practicable, a further period of one month 
for intern and extern midwifery should be added ; this 
period to be extended when the Resolutions of the General 
Medical Council come fully into operation. 

A Sufficient Number of Maternity Beds to enable all 
Students to Obtain Suitable In-patient Practice.— Few hospitals 
attached to medical schools possess sufficient maternity beds 
to enable the students to secure the minimum amount of 
in-patient experience recommended by the General Medical 
Council—namely, the personal delivery of five patients under 
supervision—and the maternity hospitals which accept 
medical students are seldom able in existing circumstances to 
make adequate provision for their training. It is generally 
agreed that the only way in which a student can be given 
a clear and correct conception of the principles and practice 
of clinical midwifery is by means of systematic instruction 
in the lying-in ward. It is, therefore, most desirable that 
the authorities of the medical schools should carefully 
consider how the necessary maternity beds can be made 
available for teaching purposes, whether by a re-allocation of 
existing beds, by the addition of new beds to the hospital, 
or by coming to an arrangement with a maternity institution 
elsewhere. In-patient practice should be supplemented by 
work on the midwifery district only when the student has 
sufficient knowledge of the technique of delivery. 

Systematic Instruction in Ante- and Post-natal Supervision 
for all Students.—Until recent years the care of the mother 
before and after parturition has received relatively little 
attention. Pre-natal care, which includes suitable physical 
examination and the supervision of the general health 
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throughout pregnancy. is the most effective means we have, 
first, of eliminating the element of unexpectedness, which 
leads to a large proportion of the disasters in midwifery 
practice, by enabling operative measures to be avoided or 
carried out under pre-determined conditions ; and secondly, 
of applying treatment for constitutional maladies—e.g., 
syphilis, the toxw#mias of pregnancy—which. if neglected, 
exercise a harmful influence upon the pregnancy. In such 
ways lives of both mothers and children may be saved, and 
the injuries which often follow emergency midwifery may be 
prevented. Post-natal examination is important in order 
that pathological sequele# of parturition not previously 
observed may be promptly recognised and rectified. 

Instruction in the Theory and Practice of Midwifery, by 
means of systematic lectures, clinical demonstrations, the 
ante-natal clinic, the use of dummy and foetus, and attend- 
ance on the practice of a maternity hospital. A considerable 
part of this teaching may usefully be taken before the student 
commences his practical midwifery, so that he is in a position 
to obtain the greatest value from the experience he gains in 
«lelivering his own cases. 

Instruction in Clinical Midwifery by a Teacher of Experience. 
~—-It is essential that the medical student should be trained 
n the management of normal labour no less carefully than 
the pupil midwife. Only so can he learn to recognise and 
appreciate the signiticance of abnormal conditions when they 
arise, and unless he is thoroughly familiar with the varying 
course which a normal case may pursue, he may easily 
become unduly alarmed at une xpected delay and inclined 
too readily to invoke the aid of operative modes of delivery. 
In studying the treatment of difficult labour he should learn 
to give due weight to the added risks inseparable from 
operative procedure, and the importance of avoiding artificial 
methods of delivery as far as practicable. 

he Recognition and Treatment of Puerperal Infection.— 
The student should be taught the various manifestations of 
puerperal infection and the far-reaching effects which even a 
relatively mild degree of sepsis may have upon the future 
health of the patient. He should not only understand the 
clinical aspect of such cases, but the danger to the community 
which may follow. and the part the doctor or midwife may 
unwittingly play in spreading infection. He should realise 
the importance of notifying puerperal infection, no matter 
how slight, and the value of the assistance which the medical 
officer of health of the district to which the patient belongs 
is able to render in re gard to nursing or isolation. Similarly 
the student should receive definite teaching as to the onset, 
course, and treatment of ophthalmia neonatorum, and the 
disastrous results the smallest neglect may have upon the 
eyes ; here, also, he should learn the importance of coépera- 
tion with the local authority, and the same applies to the 
treatment of venereal disease associated with pregnancy. 

The Effective Control of the teaching of practical midwifery 
by the medical school or faculty so that each student may be 
sure of delivery personally at least the required minimum 
number of midwifery cases. Two things seem to be necessary 
—namely, exercise of the student’s own responsibility in 
delivery, and such modifications in the examination as will 
stimulate interest, good workmanship, and sound practice. 

Medical Staff. —The department of obstetrics and gyne- 
cology should be staffed in such a way as to admit of the 
two subjects being taken as integral parts of one whole, so 
that the student may realise how, on the one hand, the 
pathological sequele of childbirth ‘take their place among 

‘diseases of women ” and, on the other, the effect which 
gynecological maladies may exercise upon pregnancy and 
labour. Further, the staff organisation should provide for 
instruction in the elements of clinical midwifery being given 
by an experienced teacher ; at the present time much of the 
teaching and responsibility for practical work still remains in 
the hands of junior and temporary members of the staff 
who have insufficient knowledge both of midwifery and of 
the educational methods of presenting the subject. 


Conclusion. 


Dr. Campbell ends on a note of hope. So much 
progress, she writes, has already been made towards 
the organisation of wholly satisfactory and efficient 
education in midwifery and gynecology, and the value 
to individual patients and to the community of an 
adequate midwifery service is becoming so plainly 
recognised, that we may look forward hopefully and 
with confidence to a time not far distant when all 
practitioners will not only be well and thoroughly 
trained in this branch of the medical curriculum, but 
will possess the knowledge and sympathy needed to 
bring about a mutually advantageous partnership 
with local authorities and the State. For without 
such coéperation the most fruitful results of public 


and voluntary effort for the welfare of mothers and | 


children cannot be obtained. 


Correspondence. 


Audi alteram partem.”’ 


SERUM DOSAGE IN DIPHTHERIA. 
To the Editor of THe LANCET. 


Sirk,—That the recent discussion regarding the 
method of administration and the correct dosage of 
diphtheria antitoxin should have been called for at 
all fills me with feelings akin to despair. I had 
believed that, when the Ministry of Health had 
arrived at the point of advising practitioners to use 
an 8000-unit initial dose, the teaching of many years 
had at last received its hallmark of approval. Now 
that great authority Dr. Claude Ker has doubts 
about it. I feel strongly that if Dr. Ker’s life had 
been spent in the East-end of London instead of in 
the northern metropolis he would have no doubts. 
It is evident, as Dr. Peters says, that diphtheria at 
Colinton has no comparison in toxicity with either 
East-end or, for the matter of that, Bristol diphtheria ; 
and it follows that if, in Edinburgh, the disease is 
less toxic, the terrible results of delay in diagnosis 
and in administration of the remedy - there less 
apparent. When I joined the late Dr. J. Biernacki 
at Plaistow in 1906 the 8000-unit dose was the usual. 
Delayed diagnosis and hence tardy admission to 
hospital were such that very rarely could we feel safe 
in giving less. We taught the students the importance 
of large initial doses then, and my experience since 
those days has only served to increase manifold my 
faith in them. It is, indeed, a calamity that after so 
many years of teaching, when one has worked men up 
to giving large doses, the ground should be taken from 
under one’s feet in this way. have seen diphtheria 
in several parts of the country, but I still believe that 
in the East-end it is toxic as it is nowhere else. But 
in teaching dosage to students who are going to practise 
one cannot safely take into consideration either this, 
or such a case as Dr. Ker’s case of convalescent scarlet 
fever, which he saw almost at the moment of onset. 
One must teach broad facts, and leave the exceptions 
to look after themselves when one is teaching juniors. 
Post-graduate work in fevers—more’s the pity—is 
not often called for. 

The other point is the question of intravenous 
medication. I have the typed copy of Dr. Biernacki’s 
lecture on laryngeal diphtheria, 1906, by me as I 
write. ‘* At Plaistow Hospital the antitoxin is given 
by preference intravenously, but a selected serum is 
then advisable.”” One might add that the serum 
should also be warmed before use. During the whole 
period of over two years in which I followed Dr. Muir 
as deputy medical superintendent at Plaistow I gave 
many hundreds of direct intravenous injections in the 
more toxic cases. I entirely agree that an anesthetic 
is not to be thought of, nor is dissecting out of the 
vein. But that time—I put it at eight hours—is 
gained by this method is, I think, undeniable, and I 
have ever since taught it to students, as I taught it 
at Plaistow with Dr. Biernacki’s approval. It is not 
as arule a difficult matter in children over 3 years 
of age if one has an assistant accustomed to holding 
the arm. Manual constriction of the arm by her 
instead of by tourniquet is the method par excellence. 
I have never used any other form of bringing up the 
vein in children. If it failed one might try the other 
arm: if that failed also, one then gave the serum 
subcutaneously. Anaphylactic phenomena of any 
severity were never seen by us. 

As L emphasised in an (unpublished) address before 
the Bolton Medical Society some years ago, it is a 
noticeable feature at the present time when taking 
the family history of young adult lives of good class 
for life insurance purposes, how often one is told of 
the death of a brother or sister of the proposer during 
childhood from diphtheria. That this should still 
be the case after antitoxin has been the accepted 
j remedy for so many years shows that unnecessary 
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deaths are occurring. These cases have been in a 
class of person who are observant and who call in 
the doctor at the first sign of anything going wrong 
with a child. Earlier diagnosis, without waiting for 
results of swabs, and doses which take into account 
not only the size of the patch or patches, but the 
duration of the disease (how is it Dr. Ker does not 
mention this in his ** scales of dosage ”’ ?) and the site 
of the patches must still be forcibly taught. 

One thing more. Teach parents that the ther- 
mometer is not to be the only reason for calling in 
the doctor; for these calamities occur in well-to-do 
folk who are inclined to let the thermometer decide 
as to whether the doctor shall be summoned or not. 
And yet, as all fever men know, the temperature at 
the onset of diphtheria may be subnormal, and the 
child, or even adult, may make no complaint of sore- 
throat.—I am, Sir, yours faithfully, 

FRANK E. TYLECOTE, 
Senior Assistant Physician, Manchester Royal 

April 17th, 1923. infirmary. 


To the Editor of THE LANCET. 

Str,—In reply to the various criticisms on my 
views regarding serum dosage I admit that Dr. 
Frederic Thomson has a strong case, for it is obviously 
difficult to plead economy in questions concerning 
the preservation of human life. None the less, I feel 
that we should, when responsible for public money, 
exercise as rigid an economy as our experience may 
be held to justify. I agree with Dr. Thomson that 
it is often impossible to predict the subsequent course 
of any particular case, and that therefore it is reason- 
able to play for safety. Still, I think, the evidence 
of the superiority of the large over the small dose is 
not so extraordinarily convincing that we need resort 
to it in every suspicious case, when comparatively 
small amounts of serum are likely to be effective in 
pea majority of cases with which we have to 

eal, 

I must plead guilty to having raised what, I fear, 
is a somewhat academic question, for, as I suggested 
in the last lines of my paper. it is most unusual for 
us to admit to hospital a patient who has received 
any antitoxin at all. At a recent discussion of the 
Fever Group of the Society of Medical Officers of 
Health I found that the experience of the hospital 
superintendents present was similar to my own, and 
that the admission of such cases was most exceptional. 
It would be a great advance if we could convince the 
practitioner that a case suspicious enough to swab is 
suspicious enough to treat, and I believe that even 
the small doses which I recommended would, if given 
as a routine when the swab is taken, make a remark- 
able reduction in the death-rate of diphtheria. It is 
possible, moreover, that such a routine might be 
more readily adopted if the dose suggested was small 
and cheap. It doubtless would be less likely to have 
any effect on the cases which occasionally surprise 
Dr. Thomson and, I must add, myself, and would be 
useless in the type described by Dr. B. A. Peters. but 
it would be of inestimable advantage to a very large 
number of patients. 

Fluctuations in case mortality have occurred 
from time to time in Edinburgh as in Bristol. I have 
seen small groups of cases resembling those mentioned 
by Dr. Peters, usually coming from a_ particular 
district for a short space of time. If the type is so 
general in Bristol I can only congratulate Dr. Peters 
on a remarkably low death-rate. as I think serum 
does as little good in such cases as it does in the 
hemorrhagic type which, even if treated early, seems 
invariably to be fatal. It would be interesting if 
Dr. Peters would tell us the total dosage which he is 
accustomed to employ for them. Whether they are 
due to a special strain of bacilli not provided against 
in ordinary serums, or, as I have sometimes suspected, 
to a mixed staphylococcal infection, I doubt very 
much if even the 8000 units advised by Dr. Thomson 
would do any more good than my own smaller dose. 

A great deal seems to depend on whether toxin 
already combined with tissue can be detached or not. 


Dr. William Park seems convinced that it cannot, Prof. 
Th. Madsen suggests that it can provided very large, 
100,000 to 200,000 unit, doses are used. If it cannot, 
I understand Dr. Madsen to imply that 4000 units 
will neutralise any free toxin even in a severe case. 
Dr. Park thinks that more than 25,000 units in a 
child, or 50,000 in an adult, is quite useless. Even 
if we decide to be guided by clinical results we get 
little help and, I submit, not very much encourage- 
ment to use large doses, At a meeting reported in 
last year’s Transactions of the American Pediatric 
Society Dr. E. Place gave interesting statistics of the 
case mortality of three groups of patients treated at 
the Boston City Hospital at different periods. All 
laryngeal and anterior nasal cases are deducted. 
The 1654 patients of the first group received an 
average of 1800 units with a case mortality of 8°58 per 
cent. The 1913 patients of the second group received 
an average of 15,000 units with a case mortality of 
9°4 per cent. In the third group 820 patients, 62 per 
cent. of whom had intravenous injections, with an 
average dosage of 30,000 units, showed a case mor- 
tality of 7°6 per cent. Even allowing for possible 
fluctuations in virulence, it is difficult for the sup- 
porters of large doses to extract much comfort from 
these figures, especially as the slight advantage of 
the third group might be not unreasonably attributed 
to the intravenous administration. In the discussion 
which followed Dr. Park stated that, in groups 
treated with amounts of serum rising from 2000 to 
16,000 units, there was practically no difference in 
the case mortality, though the patients who received 
the larger doses seemed to make more rapid recoveries. 
An attempt to dispense with serum altogether pro- 
duced such results that the experiment was hastily 
abandoned. On the other hand, Dr. Madsen claims 
to have lowered his death-rate by the use of colossal 
doses, such as Dr. J. MecCollom introduced many 
years ago at Boston, but as the case mortality was 
reduced from 2 to 0°8 per cent. his figures are difficult 
to compare with those from countries with a higher 
mortality. It would almost appear that all that we 
can actually be certain of is that patients who receive 
serum do very much better than those who do not, 
and that the earlier the first dose is given the better 
they do. 

My experience of intravenous injection in young 
children is very much that of Dr. E. W. Goodall, and 
I reserve this method for very severe cases occurring 
at an age when a vein is readily accessible. Even 
then I use it with a certain nervousness, as rigors and 
collapse, probably the result of protein shock, are 
not very unusual. I[ doubt if the method is justi- 
fiable except for patients dangerously ill. Dr. Park 
and, more recently, Dr. Madsen have shown that a 
fairly rapid concentration of antitoxin can be secured 
by the intramuscular route, and it is this that I have 
employed for all cases for the last ten years. 

I entirely agree with Dr. Goodall that the fault of 
the practitioner is waiting for the result of the culture. 
But some medical men dislike sensitising a patient 
unnecessarily, and others, influenced by accounts of 
fatal anaphylactic shock, hesitate to risk an injection 
until they obtain proof that it is required. As regards 
the doctor being summoned too late, I fear we can do 
nothing. Lamentable instances of such delay are 
only too common, and probably will remain the most 
important cause of death from diphtheria. 

[ am, Sir. yours faithfully, 
CLAUDE B. KER, M.D. 

City Hospital, Edinburgh, April 15th, 1923. 
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To the Editor of THE 


Sir,— Although eponymous terminology is, as a rule, 
undesirable, there are instances in which it is to be 
welcomed. Thus, *‘ Graves’s disease ** is a better term 
than ‘exophthalmic goitre,’ seeing that neither 
goitre nor exophthalmos is invariably present in it. 
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Similarly, I would submit, ** Economo’s disease ”’ is a 
better designation than ‘ encephalitis lethargica,”’ 
where neither lethargy nor evidence of encephalitis is 
essential to the diagnosis ; it entails no misapprehen- 
sion ; in fact, it avoids any. 

As Prof. A. J. Hall has well said, in his Lumleian 
lectures, ‘‘ the name encephalitis lethargica survives 
chiefly from reasons of sentiment, since it is the one 
selected by von Economo. By retaining it we pay 
tribute to his remarkable work; a work rendered 
even more remarkable by the fact that it was carried 
out at the height of a great war, under all the 
difficulties which that involved.’ I share this senti- 
ment, but think it would be better expressed by giving 
to the disease the name of its discoverer. When 
Freiherr von Economo chose the present name, it 
covered the known facts ; now he would probably be 
the first to admit it no longer does so. His name is so 
familiar in connexion with the disease that the one 
immediately recalls the other. I believe the adoption 
of the term *‘ Economo’s disease ’’ would tend to clear 
the path of further observation. 

I am, Sir, yours faithfully, 

Exeter, April 17th, 1923. W. GorRDON. 


A CASE OF PARKINSONISM WITHOUT INITIAL 
SYMPTOMS OF ENCEPHALITIS. 
To the Editor of THe LANCET. 


Str,—Prof. A. J. Hall has referred in his recent 
Lumleian lectures to the clinical differences between 
Parkinsonism and the pre-senile form of paralysis 
agitans. The following case illustrates some of the 
points in this connexion. The patient, a married 
woman of about 35, first came to me as an 
out-patient at the Miller Hospital in March of 
this year. She had heen treated for some months 
for indigestion, she always felt tired, took little 
or no interest in things, and merely wanted to sit 
about. Her general appearance was characteristic 
of the Parkinsonian type of disease; she had a 
mask-like expression, and the typical slow progres- 
sion and stiff attitude of body with the arms held a 
little forward, the elbows being slightly flexed. There 
were. none of the movements commonly seen in the 
ordinary pre-senile type of paralysis agitans, and the 
clinical picture suggested the Parkinsonian sequel 
of lethargic encephalitis. I went carefully into the 
previous history expecting to get a story of an attack 
of so-called influenza, but was unable to elicit an 
account of any definite febrile period. I saw the 
patient again at my house together with Prof. Hall. 
She had not been conscious of any visual disturb- 
ances such as might have suggested ophthalmoplegia. 
The indigestion of which she had complained began 
apparently about a year ago, a point of some import- 
ance, in connexion with the seasonal incidence of the 
disease. She slept well and could go to sleep easily 
at any time that she liked, but there was no evidence 
of her having had any involuntary lethargic periods. 
On examination the first and most obvious signs were 
the rigidity of the upper limbs, the general posture, 
and the mask-like features and extremely fixed 
expression. The pupils reacted to light and accommo- 
dation, but the latter reaction was sluggish and the 
accompanying convergent movements of the eyes 
were weak and ill-sustained. There was no true 
nystagmus, but slight nystagmoid movements and a 
certain weakness were apparent on extreme lateral 
movement. There was evident difficulty in fixing 
objects. The fundus oculi appeared normal on both 
sides. When the patient was asked to open the hand 
quickly after making a fist, there was some hesitation 
and slowness in extension of the fingers. A slight 
fine tremor was observed when the arms were 
extended. There was a definite fine tremor of the 
tongue and slight hemi-atrophy affecting the left side. 
Some tremor of the lips was also noticed. The knee- 
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for about three months, but the periods had recently 
come on again ; she did not think there had been any 
question of pregnancy. 

Apart from the question of age and the absence of 
the characteristic pill-rollng movements, the early 
and comparatively sudden appearance of the mask-like 
face in this patient was the principal feature which 
made me think at once of encephalitis lethargica. 
The interesting features of the case were the insidious 
onset and the complete absence of evidence of the 
previous occurrence of any of the sudden symptoms 
or febrile manifestations which usually characterise 
the onset of this disease. For this reason this case 
appears to me to belong to a type which, so far as I 
am aware, has not hitherto been recorded, namely, 
that of encephalitis lethargica—‘‘ forme fruste ’’— 
in which no characteristic symptoms occur in sufficient 
quantity to attract the attention of the patient or his 
friends. While in the ordinary types the acute 
period of the disease may be so short as to be forgotten 
by patients, a careful review will usually reveal some 
feature or features which enable one to trace the date 
of onset with fair accuracy. It is interesting to note 
that the only previous symptoms mentioned by this 
particular patient were those of dyspepsia, and it is 
recognised that gastro-intestinal disturbances may 
sometimes occur as early symptoms of lethargic 
encephalitis.—I am, Sir, yours faithfully, 

MAURICE DAVIDSON, 
Wimpole-street, W., April 20th, 1923. 


THE LIFE-HISTORY OF THE TAPEWORM, 
HY MENOLEPIS NANA. 
To the Editor of Tue LANCET. 


Str,—In your issue of April 21st my friend, Dr. 
Wm. Nicoll, corrects a * slightly misleading state- 
ment" occurring in a recent issue of the Tropical 
Diseases Bulletin to the effect that Nicoll and Minchin 
claim to have obtained cysticercoids of Hymenolepis 
nana in fleas. Dr. Nicoll states that no claim was 
intended, and that there is nothing in the published 
report (Proc. Zool. Soc., 1911) to suggest such. As the 
statement referred to occurred in a review of recent 
contributions to medical helminthology written by 
me for the Bulletin, I may be allowed to say that the 
claim attributed to Dr. Nicoll and Prof. Minchin 
rests upon the authors’ abstract published by the 
Zoological Society, November, 1910, which states 
that one of the cysticercoids found in the fleas ‘* was 
probably the larva of Hymenolepis murina, a species 
occurring in rats and mice and very similar to, 
possibly identical with, H. nana, a dangerous tape- 
worm of man.’ ‘ The chief interest of the discovery 
lay in the fact that no intermediate host was previously 
known for this tapeworm.” The last sentence (italicised 
by me) forms the basis of the statement of which 
Dr. Nicoll complains.—I am, Sir, yours faithfully, 

R. T. LEIPER. 


London School of Tropicai Medicine, Endsleigh- 
gardens, London, N.W., April 24th, 1923. 


HOFMANN’S BACILLUS AND TONSILLITIS. 
To the Editor of THE LANCET. 


Srr,—In THE LANCET of April 2lst Dr. David 
Smith takes me to task for assuming that Hofmann’s 
bacillus is non-pathogenic. In the work in question 
the majority of the organisms came from boys 
without symptoms, and these strains were presumed 
to be non-pathogenic. However, I should not like to 
maintain that bacilli with a morphology of the 
Hofmann type can never cause symptoms. Patho- 
genicity is an attribute that seems very variable, and 
under the influence of a suitable environment it is 
quite conceivable that certain strains of Hofmann- 
like bacilli are sometimes pathogenic. Many times 
in sore throats, not resembling diphtheria, I have 


jerks were easily obtained and were brisk on both sides. 
Her general health was good, the indigestion having 
by this time disappeared. She had had amenorrhcea 


found Hofmann bacilli as predominant organism, 
yet in the light of my own experience I have hesitated 
to ascribe an etiological significance to this fact. 
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These bacilli are also frequently associated with true 
diphtheria bacilli in the throats of both carriers and 
cases. In the former they may prevent satisfactory 
demonstration of the toxic diphtheria bacilli, but in 
actual cases of diphtheria it is very rare to be unable 
to isolate the toxigenic bacilli from the admixture 
with atoxic Hofmann bacilli. 

In the absence of information as regards the 
virulence of the bacilli from Dr. Smith’s cases ; from 
the fact that some of the patients responded so 
promptly to specific diphtheria antitoxin; that the 
clinical condition suggested diphtheria, and = yet 
bacilli which morphologically resembled — toxic 
B. diphtheria could not be demonstrated, it seems 
quite possible that these patients were infected with 
a toxic diphtheroid of the Hofmann type. The 
. evidence, however, is far from absolute, and even if 
it were absolute, it does not alter the probability 
that usually Hofmann’s bacillus is harmless. Dr. 
Smith’s interesting series of cases is also strong con- 
firmation of the opinion expressed in my report, that, 
whatever the bacteriological findings may be, anti- 
toxic serum should be given to any patient whose 
clinical condition suggests diphtheria. 

I am, Sir, yours faithfully, 
R.N. College, Greenwich, April 23rd. S. F. DUDLEY. 
ANNULAR SHADOWS IN THE RADIOGRAM. 
To the Editor of Tuk LANCET. 


Sir,—In the course of some notes on X Ray 
Examination of the Chest, which appeared in THE 
LANCET of March 17th (p. 535), we expressed the 
opinion that radiogram No. 6 showed a small circular 
cavity at the apex of the left lung. Some of your 
correspondents take the view that this was not a 
cavity, but a pleural annular shadow. We therefore 
take this opportunity of giving more in detail our 
reasons for thinking this was really a shallow cavity, 
bounded by a ring of fibrous tissue. 

1. There can be no doubt clinically, and all medical 
men who have had him under observation agree, that 
this patient has tuberculosis of the lungs, although he 
now has no sputum or other physical signs. 

2. There must, therefore, be a tuberculous focus in 
his lungs, and the only evidence that exists of this is 
at the apex of the left lung, where we are of the 
opinion that a shallow cavity is present. 

3. The X ray appearance of this annular shadow is 
constant, and is present in several radiographs which 
have been taken at long intervals. It is to be seen 
on the fluorescent screen, and is as plainly visible from 
the front as from the back. 

We are, Sir, yours faithfully, 
BERNARD HUDSON. 
Montana, Valais, Suisse, April 16th. PERCY G. Surron, 


L’AFFAIRE SPAHLINGER. 


To the Editor of THr Lancer. 


Srr.—I am from Australia commissioned to investi- 
gate for the Government of Victoria the Spahlinge1 
treatment for tuberculosis. I thought it best to go 
straight to Switzerland, and before seeing Mr. 
Spahlinger I went up the mountains to investigate his 
treatment in action in asanatorium. I then came down 
and spent some days with Mr. Spahlinger at Geneva 
at his wonderful laboratory and experimental farm 
of horses, cows, goats, &c. During this time I was 
constantly examining patients who were being or 
had been treated along Spahlinger lines—comparing 
old and present conditions, examining old and recent 
X ray pictures of chests, listening to histories, &c. 
I then read the reports of a number of cases in journals 
and in manuscript ready for publication that had 
received this treatment at the hands of chestmen 
of repute. I understand I have yet to see cases in 
England that had undergone this treatment. 

Any further evidence I feel sure will only confirm 
me in reporting to my Government that Henry 
Spahlinger’s vaccine and serum treatment in tuber- 
culosis stands by itself, and that the medical pro- 


fession should lose no time in taking a definite stand 
in this matter. But the production of these remedies 
and prophylaxins is almost at a standstill. The 
Spahlinger family, once in affluent circumstances, 
are now almost penniless. They have spent all they 
had in this self-imposed search for potent anti- 
tuberculous vaccines and sera. Henry Spahlinger 
loathes publicity, lives in an atmosphere of patient 
and cheery altruism, has spurned repeated offers from 
firms and private individuals to ‘** commercialise ”’ his 
work—offers that would have resulted long ago in 
retrieving his family’s fortune. 

There is still another serious matter. The long 
strain of work and debt-carrying is beginning to tell on 
Mr. Spahlinger. There have been for some time 
unequivocal signs of nerve depletion. Truly there 
are the makings of a tragedy here. 

I am, Sir, yours faithfully, 
London, April 17th, 1923. J. F. MACKEDDIE, M.D. 


Sir,—lI first became interested in the work of Mr. 
Henri Spahlinger, of Geneva, by reading the com- 
munication presented to the Paris Academy of 
Medicine. Unfortunately, I found it impossible at 
that time to obtain the vaccines and sera, the stock 
having been exhausted by the experiments carried out 
in London. In 1918 Dr. Stephani, whom I consider 
to be one of the highest authorities on tuberculosis in 
Europe, informed me of the remarkable results which 
he had obtained with the Spahlinger treatment, invited 
me to experiment with it, and supplied me with serum. 
Shortly afterwards I met Mr. Spahlinger, who explained 
to me the principles of his method and the ideas which 
had guided him in his research work. The latter 
coincided in every way with my own ideas. 

I used the antitoxins and bacteriolysins in a certain 
number of cases under experimental conditions which 
were, however, somewhat unfavourable, since in 
several instances injections had to be postponed for 
lack of serum. In spite of this fact, my results were 
very encouraging. In every case treated, whether of 
medical or of surgical tuberculosis, the sera exerted a 
very favourable curative action. With the bacterio- 
lysins I regularly obtained complete drying-up of tuber- 
culous fistule after four or five injections. My tests 
brought me to the conclusion that Mr. Spahlinger’s 
researches are extremely interesting. In my opinion 
they constitute the most rational direction in which 
search has been made for a specific treatment of tuber- 
culosis. The combination of antitoxic sera and 
bacteriolytic sera enables one of the most important 
stumbling-blocks of this specific therapy to be avoided, 
My results allow me to state that this method is the 
best means of treatment of medical and surgical tuber- 
culosis, and I shall gladly associate myself with every- 
thing that may be done to assist Mr. Spahlinger to 
popularise the use of his very promising method. 

The following is a brief note of a case under my own 
observation 

In July, 1918, a small tuberculous nodule appeared at 
the head of the left epididymis, increasing in four weeks to 
the size of a haricot bean. Dr. Calot and Prof. Sebileau 
advised against any surgical intervention. The condition 
persisted until March, 1919, when the nodule again began 
to grow, extending along the epididymis until in August, 
when the head was completely involved, the tumour was 
three centimetres long and the thickness of the little 
finger, capping the testicle ; there were also several isolated 
nodules on the latter. In September a small nodule appeared 
on the right testicle. In October a left hydrocele developed, 
attaining a capacity of 200 c.cm. At the beginning of 
November 10 c.cm, of Spahlinger’s bacteriolysin No. 5 were 
given daily by the mouth for three days, and resulted in 
complete disappearance of the liquid contents of the hydrocele. 
Ten days afterwards, alternate injections of six 2 c.cm. 
ampoules of polyvalent bacteriolysins M.1 and M.2 were 
given, followed after ten days’ interval by six similar injec- 
tions. During the following three weeks’ rest generalised 
troubles appeared—fever, cramp, general fatigue, and loss 
of appetite—which persisted for a fortnight; at the same 
time the tumour became progressively smaller, so that after 
a fortnight the testicle was left entirely smooth, with no 
trace of tuberculosis, and the same size as the other, from 
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which the small nodule had also disappeared. The patient’s 
general condition then improved greatly, and a return of 
the trouble seems improbable ; it is now 42 months since 
the end of treatment. 

This case was treated under the observation of Prof. 
Gosset and Prof. Desmarais, surgeons to the Paris 
Hospitals and professors in the Faculty of Paris. 

I am, Sir, yours faithfully, 
CAMILLE SAVOIRE, 
Formerly Honorary Director, Dispensaire Antituberculeux 
de l’H6pital Beaujon ; and Secretary, Commission 
de la Tuberculose du Ministére de |’Intérieur. 
1, Avenue de Pare Monceau, Paris. 


THE TREATMENT OF GONORRHEA WITH A 
NON-SPECIFIC PROTEIN. 
To the Editor of THE LANCET. 


Str,—The gonococcus cannot resist a high tempera- 
ture, and it has been observed that if an intercurrent 
febrile disease arises, whilst a patient is suffering 
from gonorrhoea, or an acute epididymitis complicates 
the case, the urethral discharge may cease never to 
return. But attempts to raise the temperature 
locally by means of electrical instruments have failed 
as it was found impossible to raise the temperature 
of the urethra to that of the instrument. Specific 
vaccines have not proved satisfactory, and the question 
has arisen whether it is the specific or the non-specific 
substance in a vaccine which is beneficial. Peptone, 
serum, and vaccines were at first used as a source of 
protein, but in 1916 Schmidt and Saxyl reported that 
protein reactions could be produced by intramuscular 
injections of sterilised milk. It therefore occurred 
to me that these injections, which have the power of 
raising the body-temperature, might have some 
effect upon the gonococcus. 

I have now treated with intramuscular injections 
of sterilised milk 36 cases (31 males and 5 females) 
of gonorrhcea, all in the acute or subacute stage. 
Four of the males were complicated by acute epi- 
didymitis and prostatitis. Three were final year 
medical students who made observations on the effect 
of treatment. At first 5 c.cm. of sterilised milk were 
injected into the gluteal muscles. This was followed 
by a chill, a feeling of general malaise, and a tempera- 
ture which rose rapidly, reaching a maximum of 102° F. 
at eight hours, and falling to normal within 24 hours. 
The general effect varied according to the stamina of 
the patient. The day following the injection prac- 
tically no urethral discharge was seen. In the com- 
plicated cases all pain, swelling, and discomfort in 
the testicle and posterior urethra had subsided and 
only a thin serous discharge was observed at the 
urethral meatus. On the third day another 5 c.cm. 
were injected, the reaction following was more severe— 
probably due to sensitisation—but all symptoms of 
gonorrhoea disappeared and never returned. In two, 
however, a recurrence was noted and on investigation 
a severe infiltration was found in the anterior urethra, 
due to an old attack of gonorrhowa. After high 
dilatation a cure was obtained. 

It is now my practice to give 10 c.cm. at one 
sitting, 5 c.cm. into each buttock, and it is very rare 
that a second injection is required. The dangers 
attached to this treatment are practically nil; care, 
however, must be taken that the injections are not 
intravenous. I met with no anaphylactic phenomena. 
The mode of action is difficult to explain as the 
maximum temperature recorded was only 102°, 
and the effect may be due to the action of non-specific 
proteins. The results are sufficiently good to stimulate 
further trial. I am, Sir, yours faithfully, 

Harley-street, W., April 20th, 1923. M. W. Browpy. 


THE LATE Dr. JAMES Evan JONEs.—Dr. Jones, 
who died at his residence at Ludgershall, Wilts, on April 15th, 
aged 54, was a student at St. Bartholomew’s Hospital, and 
took the Conjoint qualification in 1895. He was for a time 
in mining practice in South Wales, moving to Ludgershall 
on his appointment as surgeon to the contractors for the 
Tidworth Garrison in 1900. He stayed on to practise in 
the district and became a great friend of the poor. 


Medical Netus. 


University oF Lonpon: Representation on the 
Senate.—A vacancy has arisen in the representation on the 
Senate of the University of London of graduates in medicine 
of the University. The two candidates who are standing 
for election are Robert Arthur Young, M.D., B.Sc. Lond.., 
F.R.C.P., and George Leslie Eastes, M.B., B.Sc., M.R.C.S., 
L.R.C.P. Both candidates have issued election addresses. 
Dr. Young, who is supported by the University of London 
Graduates Association, states that if elected he would 
éndeavour to assist in maintaining the full privileges of 
Convocation, and would oppose most strenuously any 
proposal tending to lower the standard or lessen the prestige 
of the degrees of the University. As a teacher he is in full 
sympathy with the efforts now being made by the medical 
faculty of the University to render the curriculum and — 
courses of study in medicine as uniform as possible, so as 
to simplify the problems of teachers and of students in the 
medical schools. He feels that it is important that the 
time devoted to the study of the clinical subjects should in 
no way be curtailed, but at the same time is fully con- 
vinced that the instruction in the preliminary and inter- 
mediate subjects should be as thorough and as practical 
as possible. Dr. Eastes in his election address points out 
that with the retirement of Dr. T. D. Lister the Senate 
loses its sole representative of the large element amongst 
the graduates who are engaged in general or special practice, 
but are not teachers. His programme includes an endeavour 
to increase facilities and accommodation for communal life 
among the students, particularly amongst post-graduate 
workers ; to promote the advancement and more thorough 
teaching of pathology in the curriculum ; and to expedite 
provision of facilities for post-graduate work. The election 
will be held on May 2nd. 

Course on Medical Hydrology.—A course of lectures 
for medical practitioners and senior students on Medical 
Hydrology has been arranged by the University Extension 
Board of the University of London in codperation with 


a Joint Committee of the International Society of 
Medical Hydrology and the Section of Balneology and 
Climatology of the Royal Society of Medicine. The 


lectures will be held at the University of London, South 
Kensington, and will be supplemented by demonstrations 
and by clinical instruction at British spas; the course 
will begin on May 29th and end on June 4th. It is intended 
for those who are engaged, or propose to engage, in spa 
practice, for medical officers of hydrotherapeutic institutions 
and sanatoriums, and for others interested in the subject. The 
University will grant a certificate of attendance to those 
who have attended the whole course, taking both theoretical 
and practical work. On May 2%th Dr. Leonard Hill, F.R.S., 
will give the opening lecture on the Physiology of Cold, 
Heat, and Light. Dr. R. Fortescue Fox will speak on the 
Qualities and Actions of Medicinal Waters ; on the Actions 
and Uses of Baths; and on the Applications of Hydrology 
to Incipient Disease on May 29th, 30th, and 31st respectively. 
Dr. Wilfrid Edgecombe will deal with the Treatment of 
Cardio-vascular Affections by Waters and Baths on 
May 30th; Dr. Charles W. Buckley will deal with the 
Hydrological Treatment of Rheumatism, Gout, Infective 
Arthritis, and Fibrositis on May 30th; and Dr. Rupert 
Waterhouse will lecture on the Treatment of Nervous 
Disorders by Waters and Baths on May 3lst. Demon- 
strations of various forms of bath will be given by Mr. 

. S. Souttar, Dr. J. Campbell McClure, and = Dr. 
Arthur S. Herbert at the Special Surgical Hospital, Ducane- 
road, Shepherd’s Bush, on May 29th, and of the recording 
kata-thermometer and other methods of controlling open-air 
treatment by Dr. Leonard Hill, at the National Institute for 
Medical Research, Hampstead, on May 30th. A study tour 
to Harrogate will be made, and free hospitality for a 
limited number will be provided at the spas. All com- 
munications with reference to the course should be 
addressed to Dr. Edgecombe, care of University Extension 
Department, University of London, Imperial Institute- 
road, South Kensington, London, S.W. 7. 

A course of eight lectures on Nutrition will be given by 
Prof. V. H. Mottram at King’s College for Women (61. 
Campden Hill-road, W.8) on Mondays and Wednesdays, 
April 30th, May 2nd, 7th, 9th 14th, 16th, 23rd and 28th, 
at 4.30 P.M. Attendance at this course is recognised in 
connexion with the B.Sc. (Honours) degree in physiology. 


UNIVERSITY OF GLASGOw.—At the ceremony of 
graduation on April 17th the Straits Settlements gold medal 
for thesis for M.D. on a subject in connexion with tropical 
medicine or tropical hygiene was awarded to Dr. Thomas J. 
Mackie. Among special class prizes the Asher Asher gold 
medal for laryngology and rhinology was awarded to 
Mr. Murdo Nicolson, 
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RoyaL INsTITUTION OF GREAT BritTatn.—The 
Friday evening discourse on May 4th, at 9 P.m., will be 
delivered by Prof. Frederick Soddy, F.R.S., on the Origins 
of the Conception of Isotopes. n May Ist, at 3 P.M., 
Sir Arthur Keith, F.R.S., will give his fourth lecture on the 
Machinery of Human Evolution, entitled, Are our Bodies 
Changing ? On May 5th Dr. Leonard Williams will give his 
second lecture on the Physical and Physiological Founda- 
tions of Character. The annual meeting will be held at 
5 P.M. on May Ist. 


THE LATE Mr. G. M. P. Murray.—By the sudden 
death of Mr. George Murray on April 19th the dental profes- 
sion of Dublin has lost one of its most respected and loved 
members. Mr. Murray qualified L.R.C.S.L. in 1878, becoming 
F.R.C.S.1. in 1889, and later a member of the council of the 
College. He was one of those who built up the Dental 
Hospital and its Dental School, and for many years he had 
been honorary secretary of the hospital. His charm of 
manner and courtesy were the natural expression of an 
attractive personality and will be much missed. 


PRESENTATION TO Dr. Byrom BRAMWELL.—The 
presentation of two portraits of himself to Dr. Byrom 
Bramwell will take place at the Royal College of Physicians, 
Edinburgh, on Saturday, May 19th, at 5.30 p.m. The 
subscriptions obtained have sufficed to provide two portraits, 
both of which have been painted by Mr. David Alison, 
R.S.A. At the request of the committee responsible for 
raising the fund Sir Humphry Rolleston and Sir David 
Drummond have undertaken to make the presentation. 
One portrait is to be retained by Dr. Bramwell, and the 
second is to be presented to the Royal College of Physicians, 
Edinburgh, and will be received on behalf of the college 
by Sir Robert Philip. 


A CAMPAIGN FOR Two MILLION SHtTLLINGs.—The 
Lord Mayor of Manchester has launched an ambitious scheme 
in order to obtain two million shillings from the public 
of Manchester to clear the Manchester hospitals of debt. 
The Lord Mayor stated that Leeds, Glasgow, and Birming- 
ham had all done more for their hospitals than Manchester 
for hers. A scheme was taking shape for inducing all 
workpeople to allot one penny per week from their earnings 
for the hospitals. If every man and woman employed in 


the works and warehouses of Manchester would contribute 
this penny a week £50,000 would be forthcoming annually. 


A * Flying Week”’ was launched on April 21st at the local 
aerodrome, the proceeds to go to the hospital fund. It 
was announced that £5000 had already been subscribed 
towards the desired £70,000. 


QUEEN Mary’s Hospitat.—On April 16th the 
Countess of Pembroke opened a new wing of Queen Mary’s 
Hospital for the East End, Stratford, E., which will provide 
accommodation for 40 patients. It has been erected at a 
cost of some £30,000, of which £10,000 has been given by 
Mr. Charles Lyle in memory of his wife. On the same date 
Mr. W. Thorne, M.P., laid the foundation-stone of the West 
Ham Memorial Hospital, which is to take the form of a new 
out-patient department of Queen Mary’s Hospital equipped 
with all modern improvements. 


COCAINE SUBSTITUTES COMMITTEE.—The Home 
Office and the Ministry of Health have had under considera- 
tion the possibility of the use in medical and surgical practice 
of substances which might serve the same therapeutic 
purpose as cocaine, but be free from its deleterious properties. 
The Minister of Health has decided, after consultation with 
the Medical Research Council, to appoint a committee with 
the following terms of reference: ‘‘ To investigate the 
comparative value, for the therapeutic purposes for which 
cocaine is at present used, of various possible substitutes, 
and the evidence as to risk, if any, of such substitutes 
becoming drugs of addiction.’ The committee will consist 
of Dr. J. Smith Whitaker, a senior medical officer of the 
Ministry, Chairman; Dr. Norman G. Bennett, dental 
surgeon, Royal Dental Hospital, London; Dr. R. W. 
Branthwaite, a commissioner of the Board of Control; 
Dr. T. Carnwath and Dr. G. F. McCleary, medical officers of 
the Ministry; Dr. J. H. Chaldecott, senior anzsthetist to 
St. Mary’s Hospital, Paddington, nominated by the Section 
of Anesthetics of the Royal Society of Medicine ; Dr. 
H. H. Dale, of the Medical Research Council; Mr. T. B 
Layton, surgeon in charge of the Throat and Ear Depart- 
ment of Guy’s Hospital, nominated by the Section of 
Laryngology of the Royal Society of Medicine ; Mr. R. Foster 
Moore, surgeon, Royal London Ophthalmic Hospital, 
nominated by the Section of Ophthalmology of the Royal 
Society of Medicine; and Sir William Henry Willcox, 
nominated by the Home Office. The secretary is Dr. E. W. 
Adams, a medical officer of the Ministry, to whom all com- 
munications relating to the work of the committee should be 
addressed. 


THE annual dinner of the Indian Medical Service 
will be held at the Trocadero Restaurant on Wednesday, 
June 20th. Tickets and particulars may be obtained from 
the joint hon. secretary, Colonel J. J. Pratt, 1.M.S. (retd.), 
63, Addison-road, Kensington, London, W. 14. 

A SANATORIUM FOR Satrorp.—The Nab Top 
Tuberculosis Sanatorium at Marple, Cheshire, belonging to 
the Salford Borough Council, has been formally opened, 
having been in use for four months. The sanatorium has 
100 beds, 95 of which are already occupied. Dr. C. H. 
Tattersall, lately medical officer of health for the borough, 
stated at the opening ceremony that the official history of 
the plan began in 1913, although it was conceived in 1901. 
Delays from one cause and another arose, and the estimated 
cost rose from £18,000 to £25,000 in 1914, to £45,000 in 
1919, and finally to £88,250 in 1920, when the contractors 
began work. 


FEDERATION OF MEDICAL AND ALLIED SERVICES. 
A meeting of the Medical Council of the Federation will be 
held at the offices, Stratford-place, W., on Tuesday, May Ist, 
when a provisional report will be received from a committee 
formed to advise regarding death certification and the 
disposal of the dead. The committee consists of Sir 
Malcolm Morris, Col. Fremantle, M.P., Mr. H. T. Herring, Dr. 
Louis Parkes, and Mr. F. W. Davy, with Sir McKenzie 
Chalmers. Having regard to the ‘ Coroners’ Law and 
Death Certification (Amendment) Bill,’’ recently presented 
to Parliament by Major Molloy, M.D., M.P., the report 
will be of topical interest. Mr. Herring will explain its 
purport to the Council. 


THE LATE Dr. Jervors AARons.—Dr. Aarons, who 
died on April 21st after an operation, was educated at the 
Universities of Sydney and Edinburgh, graduating M.B., 
C.M. at the latter in 1895, and becoming M.R.C.P. Lond. a 
few years later. He had held appointments as pathologist 
and registrar at the Hospital for Women, Soho, and as 
tutor in midwifery and diseases of women at the Extra- 
Mural School of Medicine, Edinburgh. With Dr. Thomas 
Wilson he represented the Royal Society of Medicine at the 
Fifth International Congress of Obstetrics and Gynecology 
held at Petrograd in 1910. He was the author of a number 
of useful little books, including ** Golden Rules of Gyneco- 
logy,” Gynecological Therapeutics (1910), and Aids to 
Gynecology” (1912). Among his colleagues Dr. Aarons 
was best known for his work on sterility; to this 
subject he devoted a great deal of attention, and he came to 
be recognised as one of the foremost authorities upon it. 
In this branch of medicine he was sincere and enthusiastic 
without being fanatical, and he was very successful in 
obtaining results. His gentle and courteous personality 
undoubtedly went a long way in the winning of the con- 
fidence of his patients, and his death will be very widely 
regretted. 

NorFoLtK AND Norwicu Hospitat.—The annual 
meeting of the governors of this hospital took place on 
April 14th. The number of in-patients admitted during the 
quarter ending March 3lst was 780, compared with 758 
in the corresponding quarter last year; and the daily 
average of in-patients was 266, compared with 247 last 
year. The number of operations had been 699, against 
694 last year. In the out-patient department 1145 new 
cases were treated, and there were 1565 accidents and 
casualties. In the corresponding period last year these 
numbers were 900 and 1450 respectively. These figures 
showed that the work of the hospital was increasing. The 
chairman of the board of management stated that there 
was still a debt of £19,000, though the total debt had been 
reduced by £2000 during the year. He commented on the 
success of the contributory scheme of maintenance which 
had realised £17,880, which amount, however, fell short by 
some £2000 of the total expenses of the patients sent into 
the hospital under the scheme. The size of the waiting list 
of patients for admission he connected with the contributory 
scheme ; the local secretary in every parish in the county 
had made known the work of the hospital, and there was 
a constant stream of applications for admission. The chair- 
man of the finance committee pointed out that the hospital 
was erected within the memory of many of those present at 
a cost of £57,116. The income had increased from £9755 in 
1900 to £50,000 in 1922, and investments had increased 
during the same period from £77,737 to £120,216. The 
large overdraft at the bank (£19,000) was caused by the 
two black years 1919 and 1920, when their expenditure 
exceeded their income by £24,192. It was in receiving and 
in most cases restoring 8000 wounded men that the Norfolk 
and Norwich Hospital incurred the heavy liability which 
seemed destined for years to stay the further progress of the 
institution. He thought that this would not have been so 
if Norwich, the only community in Norfolk which had failed 
to erect a lasting memorial of the war, had admitted the 
principle that the hospital was far the most fitting object 
of its beneficence. 
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Parliamentary Intelligence. 


HOUSE OF COMMONS. 
WEDNESDAY, APRIL 18TH. 
Sale of Useless Disinfectants. 

Mr. BECKER asked the Minister of Health if his attention 
had been drawn to the fact that disinfectants totally devoid 
of bactericidal action were sold to the public; and if he 
would see that disinfectants so sold and described must 
comply with a test similar to the one required for the army 
and navy and other Government departments.— Mr. NEVILLE 
CHAMBERLAIN replied: I have no evidence to show that 
disinfectants totally devoid of bactericidal action are sold 
to the public, but I am aware that, judged by certain tests, 
the disinfectants which are on sale may differ considerably 
in their bactericidal power. As at present advised, I do 
not propose to adopt the suggestion in the last part of the 
question. I understand that advice as to the choice of 
disinfectants for particular purposes can generally be 
obtained from the health officers of local authorities. 


Panel Practitioners’ Remuneration. 

Mr. TREVELYAN THOMSON asked the Minister of Health 
whether, in view of the fact that the public generally were 
primarily affected by any rearrangement of the panel 
system under the national health insurance scheme, he would 
appoint a representative committee to inquire into the work- 
ing of the present system which should include direct 
representatives of the approved societies and of insured 
persons ; and that he would not sanction any rearrangement 
of terms before such an inquiry had been made.—Mr. 
NEVILLE CHAMBERLAIN replied: As a result of discussion 
with the Insurance Consultative Council, it is not now 
contemplated that any general rearrangement of the insur- 
ance medical system will be made. Certain modifications 
of the terms of services have been recommended by the 
council, but these will not involve any substantial change in 
the present system. No case has, in my view, been made 
out for a separate investigation of the kind suggested by 
the hon. Member, which would complicate the negotiations 
and so tend to delay a settlement. 

Mr. THoMsoN : Is the right hon. gentleman aware that the 
Consultative Council, in the opinion of many approved 
societies and insured persons, does not adequately represent 
their point of view ?—-Mr. CHAMBERLAIN: There is no other 
body that does. 

Sir KinGsLEY Woop asked the Minister of Health whether, 
in respect of the payment to doctors on the panel list, the 
Government actuary had advised that at the end of the 
existing agreements it would be no longer possible for the 
present payment of 2s. 6d. per patient per annum to be 
made from the funds of the approved societies; and 
whether he proposed that any further contributions should 
be made from State funds in connexion therewith.—Mr. 
CHAMBERLAIN replied : The Government actuary has given 
no advice on the matter referred to by my hon. friend 
subsequent to that contained in his report on the Financial 
Provisions of the National Health Insurance Act. 1922 
(Cmd. 1631), a copy of which I am sending to my hon. friend. 
The answer to the latter part of the question is in the 
negative. 

Vaccination and Small-pox. 


Mr. SCRYMGEOUR asked the Minister of Health whether 
his medical advisers had made any report in regard to the 
higher fatality rate which occurred amongst vaccinated, as 
compared with unvaccinated, cases of small-pox in England 
and Wales last year.—Mr. NEVILLE CHAMBERLAIN replied : 
The answer is in the negative. I may, however, say that 
24 of the 27 deaths from small-pox in England and Wales 
last year occurred in the outbreak of virulent small-pox in 
London and the neighbourhood, and that in this outbreak 
the fatality rate was 23-7 per cent. in the case of vaccinated 
gan and 60 per cent. in the case of unvaccinated persons. 

he age of the youngest vaccinated person who died from 
small-pox was 43. 

Women Insurance Inspectors. 

Mr. Mos.ry asked the Minister of Health when it was 
proposed to reorganise the inspectorate of the insurance 
department in order to carry out Clause 2 of the Resolution 
ot the House of Commons on August 5th, 1921, that women 
should hold posts in the Civil Service under the same regula- 


tions as govern the classification, and, in so far as regards 
status and authority, other conditions of service for men ; 
and in what respect the duties of the women inspectors 
of the insurance department differed from those of the men 
inspectors other than that men and women deal mainly 
with workers of their own sex ; and whether, seeing that the | 
interests of the insured women of this country were adequately | 
safeguarded by the present organisation of the women ' 


inspectorate, he would consider reorganising the male 
inspectorate on an equally economical basis, and thus saving 
the salaries of the men divisional inspectors. Mr. NEVILLE 
CHAMBERLAIN replied: The duties of the men inspectors 
are to secure compliance with the Insurance Acts and to 
act within their districts as the local executive officers of the 
insurance department of the Ministry. The women inspectors 
are employed in the inspection of trades where women 
are mainly employed and in inquiries as to the benefits of 
insured women. The inspectorate is organised with strict 
regard to the requirements of the work, and it is not proposed 
to make any change in the organisation at the present time. 


The London Ambulance System. 

Mr. BrRIANT asked the Minister of Health if he would 
nominate a committee to inquire into the adequacy and 
organisation of the ambulance system for London.— 
Mr. NEVILLE CHAMBERLAIN replied: I will make inquiries 
with regard to this matter, and if it should appear that any 
advantage is likely to result, I shall be happy to summon a 
conference of the various authorities concerned to consider 
the whole question. 


Voluntary Hospitals Grants. 

Mr. GILBERT asked the Minister of Health whether the 
whole of the £500,000 Parliamentary grant in aid of the 
voluntary hospitals had now been distributed ; whether 
the grant would be repeated ; and whether the Hospitals 
Commission, when the present grant had been distributed, 
would, in accordance with its reference, cease to act.— 
Mr. NEVILLE CHAMBERLAIN replied : I understand that up 
to the present the Commission have distributed £421,033. 
The Commission have not yet made any recommendation as 
to the necessity for any future grant or for the continuance 
of some central body to act as a link between the local 
voluntary hospital committee. 

Bacteriological Examination of Milk. 

Sir JAMES REMNANT asked the Minister of Health whether 
his attention had been drawn to the representations of the 
Society of Medical Officers of Health, the British Medical 
Association, and others relative to the inadequate charges 
authorised by the Ministry for the bacteriological examina- 
tion of the various grades of milk under Statutory Rules and 
Orders, 1922, No. 1332, Dairy England, and Circulars of 
Ministry of Health, No. 335, August 28th, 1922, and 356, 
Dec. 12th, 1922, necessitating, as it did, the services of a 
skilled bacteriologist and the provision of the necessary 
material ; and would he inquire into this.—Mr. NEVILLE 
CHAMBERLAIN replied: I have received representations as 
to the fee proposed for the examination of samples of milk 
which are required under the Orders referred to in the 
question. I am advised that the work in question is of a 
routine character, and that the cost per sample should not 
exceed the amount which has been suggested where arrange- 
ments are made at a laboratory for dealing with the consider- 
able volume of samples which may be expected to result 
from the scheme of milk-grading. 

Venereal Disease in the Army. 

Sir SYDNEY RussELL-WELLS asked the Under Secretary 
of State for War the rates of venereal disease admissions per 
1000 per annum in 1921 and 1922 of the British Army of the 
Rhine, the British Army in Constantinople, and the British 
Army in the United Kingdom, respectively : whether there 
was any difference and, if so, what in the methods of 
medical prophylaxis adopted in the different armies ; and 
whether any steps were taken to prevent soldiers attending 
civil venereal disease clinics in the United Kingdom in plain 
clothes.—Lieut.-Colonel GUINNEss replied : The ratios per 
1000 are :— 

British Army of the Rhine .. és { 


1921 212-34 


1922 213-538 

1921 .... 228-48 
British Army in Constantinople .. {1992 83-41 
1921 40-26 
United Kingdom diggs 33-66 


The same methods of medical prophylaxis are followed in 
each of these commands. As regards the last part of the 
question, there is no prohibition on the attendance of men 
at such clinies, but they would probably find regular attend- 
ance, whether in plain clothes or uniform, difficult in practice. 


THURSDAY, APRIL 19TH. 
Conditional Pensions. 

Mr. ToM WILLIAMS asked the Minister of Pensions how 
many ex-Service men were in receipt of conditional pensions 
whose injuries were received in the years 1915, 1916, 1917, 
and 1918, and whose pensions had remained stationary for 
four years.—-Major TRYON replied: The records of my 
department are not kept in such form as to disclose the 
particulars asked for, but the great majority of all cases of 
injury in which pension has been current for four years or 
more have either received final awards or are about to be 
considered for final awards. 
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Special Treatment of Heart Cases. 

Mr. BECKER asked the Minister of Pensions if his Ministry 
proposed to remove ex-soldier and ex-sailor heart cases from 
special heart treatment hospitals and clinics and _ place 
these men under panel practitioners who were not heart 
specialists.-Major TRYON replied: The answer is in the 
negative. So long as the condition requires institutional 
treatment it will be provided. Treatment under the man’s 
panel doctor is only recommended when the case is within 
the competence of the average medical practitioner. 

Medical Classification of School-children. 

Mr. CecIL WILSON asked the President of the Board of 
Education the number of children already examined by the 
medical staffs and certified as mentally defective for whom 
no accommodation was available; and the number of 
children reported as mentally defective who still required to 
be specially examined by school medical oflicers.—Lord 
Eustace Percy (Parliamentary Secretary to the Board of 
Education) replied: My latest statistical information on 
this subject is contained in Appendix F of the Chief Medical 
Officer’s Report for 1920. It would appear that in 293 
areas for which data have been tabulated, there were, 
approximately, 28,000 children reported as mentally defec- 
tive in the category of ‘ feeble-minded.” This includes 
children under the Local Control Authority. The total 
accommodation provided in certified special schools for 
educable mentally defective children is over 16,000. With 
regard to the last part of the question, the only definite 
information | have is that furnished by the medical officers 
themselves. 

Statutory Salary for Health Visitors. 

Mr. ALBERT BENNETT asked the Minister of Health 
whether he would consider the whole question of appointing 
or suggesting a statutory salary for health visitors so as to 
avoid the under payment which was too frequent at the 
present moment.—-Mr. NEVILLE CHAMBERLAIN replied : The 
general question of the salaries of health visitors is receiving 
my consideration. 

Workshops for Blind Persons. 

Mr. Groves asked the Minister of Health the number of 
workshops for the blind which have been opened in connexion 
with the operation of the Blind Persons Act, 1920; and 
whether the utilisation of the charitable institutions had given 


the help that his department anticipated.—-Mr. NEVILLE 
CHAMBERLAIN replied: Since the passing of the Blind 
Persons Act, 1920, four new workshops have been opened 


and considerable extensions have been made to six existing 
workshops. The answer to the latter part of the question 
is in the affirmative. 
FRIDAY, APRIL 207TH. 
Prohibition of Liquor Traffic. 

Mr. SCRYMGEOUR moved the second reading of the Liquor 
Traflic Prohibition Bill. He said that if drink was an enemy 
they had no right to compromise with it. Those who were 
engaged in the drink trade paid the penalty. They died off 
more rapidly than people engaged in other business, and they 
had to pay a higher premium for life insurance. 

Dr. SALTER, in seconding the motion for the second reading 
of the Bill, said he doubted if the methods of the machinery 
ot the Bill were good. The real case for prohibition was 
scientific and sociological. The House had taken strong 
action against dangerous drugs because they tended to anti- 
social actions. The position in regard to the drug alcohol 
was exactly the same. The first effect of alcohol on the 
system was to diminish the higher power of self-control. He 
asked how many Members of the House could say that 
they had got a clean bill of ancestral mental health, how many 
among the general population could say that they had not 
got lurking in their system some taint inherited from a 
progenitor who was eccentric, unstable, crotchety ? He knew 
distinguished men in his own profession who showed all 
through their lives self-control, complete mental stability, 
and when they were 50 or 55 succumbed to the alcoholic 
habit. Undoubtedly there were a large number of persons 
who were as susceptible to alcohol as the majority of people 
were to morphia and cocaine—that was, they could not help 
becoming slaves to the drug once they started taking it. 

Sir A. HOLBROOK moved the rejection of the Bill. He said 
that prohibition in America had produced more corruption 
than any law introduced into that country. There was more 
drunkenness now in America than there had ever been. 
He claimed to be a temperance reformer, but the way to 
produce temperance was to see that the liquor shops were 
not the confined, ill-ventilated places they were to-day, but 
to get them wide open places on the continental café system. 
If they destroyed the drink traflic they would have to find 
some other means of taxation to balance the loss. He was 
in favour of a restriction on the sale of spirits, but he was 
opposed to a restriction on the sale of beer. His main 
objection to the Bill was that it infringed the British idea of 
freedom, 


Viscount CURZON, in seconding the motion for rejection, 
said that legislation which would lead to evasion and 
manufacture criminals as this Bill would do was bad. 

Dr. CHAPPLE said that total abstainers had an advantage 
in life expectancy over moderate drinkers of 22-3 per cent. 
He was against prohibition by Act of Parliament, but not 
against it by local option. 

On a division the Bill was rejected by 236 votes to 14 
majority against, 222. 

Education Medical Service. 

Sir Jonn LEIGH asked the President of the Board of 
Education whether the promised close codperation between 
his department and the Ministry of Health was now effective ; 
whether the school medical officers were working with medical 
officers of health without any serious friction: and how 
many medical staff he was retaining in addition to those at 
the Health Ministry.—Lord Eustace Percy replied : The 
answer to the first part of the question is in the affirmative, 
and also the answer to the second, so far as I am aware. 
The number of medical officers engaged exclusively at the 
Board of Education is seven. 


MONDAY, APRIL 23RD. 
Medical Herbalists Bill. 

Lieut.-Commander KENWORTHY presented a_ Bill to 
provide for the registration of medical herbalists, which was 
read a first time. 

Membership of the Board of Control. 

Mr. AMMON asked the Minister of Health whether he 
would consider the advisability of appointing to the Board 
of Control on the Mental Nursing Service a representative 
from the joint conciliation committee of the Mental Asylum 
Workers’ Union and the Mental Hospitals’ Association, 
which represented a yreat majority ot the asylums authori- 
ties.—-Mr. NEVILLE CHAMBERLAIN replied: I assume that 
the hon. Member is referring to the committee which was 
appointed by the Board of Control in March, 1922, to report 
upon the nursing service in county and borough mental 
hospitals. This committee hope to report shortly, and the 
Board of Control do not consider that at this stage it would 
be desirable to add to its membership. The joint concilia- 
tion committee have already been informed that the nursing 
committee would be willing to consider a statement of any 
views which the Mental Hospitals’ Association and the 
National Asylum Workers’ Union would desire to put before 
them. 

Functions of the Board of Control. 

Mr. AMMON asked the Minister of Health whether, in 
view of the fact that the Board of Control had no leyislative 
power and cannot enforce their recommendations on the 
visiting committees, he would consider the advisability of 
abolishing the Board of Control and transferring its present 
functions to the Ministry of Health.—Mr. NEVILLE CHAMBER- 
LAIN replied : The powers of the Board of Control and their 
relation to local authorities and to Parliament were fully 
considered when the Board was established, and I do not 
consider that there are adequate grounds for initiating 
measures to alter the present arrangements. 

Practitioners and Panel Service. 

Sir KINGSLEY Woop asked the Minister of Health whether 
his attention had been drawn to a communication recently 
issued by the British Medical Association to doctors on the 
panel lists, entitled Organisation of Insurance Practitioners 
in consideration of, and in the event of, a refusal of the terms 
offered by the Government for National Health Insurance 
work, which contemplated a refusal in certain contin- 
gencies to carry on the panel service; and what action he 
proposed to take in such a contingeney.— Mr. NEVILLE 
CHAMBERLAIN replied: The communication to which the 
hon. Member refers is understood to be a confidential 
circular issued only to insurance practitioners, and I have 
no official knowledge of it. Negotiations with representa- 
tives of insurance practitioners with a view to the revision 
of their terms of service have now begun, and the prospects 
of a successful issue would not be enhanced by any state- 
ment at this stage as to the steps which the Government 
might find it necessary to take in a contingency which I 
have every reason to hope will not arise. 

Sir KINGSLEY Woop asked the Minister of Health whether 
he was aware that the Government actuary advised in 1022 
that at the end of the existing agreements with doctors on 
the panel it would be no longer possible for the present 
payment of 2s. 6d. per patient per annum to be continued 
to be paid from approved societies’ funds : and whether he 
had given any further report or advice since that date. 
Mr. NEVILLE CHAMBERLAIN replied: No, Sir. In reporting 
on the financial provisions of the National Health Insurance 
Bill of 1922, the Government actuary did not give the advice 
which the question suggests, but merely indicated that his 
opinion that the charge proposed by the Bill could be 


safely borne applied strictly to the proposals of that measure 
held to imply 


and should not be that larger or more pro- 
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tracted additional charges could be borne by societies. No 
further report or advice has since been received from him 
on the subject. 

Compensation for Faulty Vaccination. 

Mr. Rospert Youne asked the Minister of Health whether, 
seeing that the operation of vaccination was in many cases 
enforeed, he would see that where untoward results ensued 
compensation for loss of health and employment wages 
would be paid, seeing that vaccination was prima facie in 
the interests of the community.—-Mr. NEVILLE CHAMBER- 
LAIN replied : The Vaccination Acts do not provide for the 
compulsory vaccination of adults, and I am advised that 
there is no statutory authority for the payment of com- 
pensation out of the rates in the circumstances to which the 
hon. Member refers. 

TUESDAY, APRIL 24TH. 
Ex-Service Men and Deafness. 

Captain BERKELEY asked the Minister of Pensions whether 
his attention had been drawn to the serious difficulties of 
ex-Service men deafened by the war; whether he was aware 
that this disability imposed a handicap upon a man seeking 
employment fully as great as that suffered by a man who 
had lost his sight; and whether he could see his way to 
make a special effort on behalf of these men, similar to that 
already made on behalf of blinded soldiers, both with regard 
to training for and the obtaining of employment.— Captain 
CRAIG replied: My right hon. friend is not prepared to 
admit that the rate of 70 per cent. given under the Royal 
Warrant for total deafness compares unfavourably with the 
100 per cent. rate given for total blindness. The general 
question of training and employment for ex-Service men is 
one for the Minister of Labour, but I understand that men 
who were prevented by deafness due to war service from 
resuming their pre-war occupation, and who applied to 
that department, have been trained in some other suitable 
form of occupation. 


Medical Biary. 


SOCIETIES. 


THE ROYAL SOCLETY, Burlington House, W. 

THURSDAY, May 3rd, 4.30 P.M.—Papers to be read :—F. . E. 
Crew : Studies in Intersexuality, I. A Peculiar ty 
of De ‘velopmental Intersexuality in the Male of the 
Domesticated Mammals. (Communicated by Prof. 
hk. C. Punnett.) Papers to be read in title only :—E. J. 
Morgan and J.H. Quastel: The Reduction of Methylene 
Blue by Lron Compounds. (Communicated by Prof. 
F. G. Hopkins.) C. F. Cooper: The Skull and Denti- 
tion of Paraceratherium bugtiense. A Genus of Aberrant 
Rhinoceroses from the Lower Miocene Deposits of 
Dera Bugti. (Communicated by Dr. A. Smith Wood- 
ward.) W. L. Balls, D.Se.: The Determiners of 
Cellulose Structure as seen in the Cell Wallis of Cotton 
Hairs. (Communicated by Dr. F. F. Blackman.) 
I. de B. Daly : The Influence of Mechanical Conditions 
of the Circulation of the Electro-cardiogram. (Com- 
muniecated by Prof. EK. H. Starling.) 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
MEETINGS OF SECTIONS. 


Tuesday, May ist. 
5.30 pM. (Cases at 5 P.M.) 


ORTHOPAEDICS: at 
Annual General Mecting : 
Election of Officers and Council for 1923-24. 
Cases: Mr. P. Bernard Roth: Case of Osteitis Deformans. 
Other cases will be shown. 


Wednesday, May 2nd. 
SURGERY: at 5.30 P.M. 
Annual General Meeting : 
Election of Officers and Council for 1923-24. 
Paper: 
Mr. P. Lockhart-Mummery: The Technique of Resection 
and Anastomosis of the Colon for Tumour. 


Thursday, May 3rd. 
OBSTETRICS AND GYNAECOLOGY: at 8 P.M. 
Annual General Meeting : 
Election of Officers and Council for 1923-24. 
Specimens : 
Mr. L. C. Rivett: (1) Calcified Tumour of the Recto- 
vaginal Septum. (2) A Ruptured Hematoma of the 
“oe with Extensive Intra-peritoneal Hemorrhage. 


Pa 
Mr. ‘L. P. Pugh: Investigation into Ovarian Disease in 
‘ows, 
Dr. Archibald Donald: The Clinical Aspects of Adeno- 


myomata of the Female Pelvic Organs. 


Friday, May 4th. 
LARYNGOLOGY : at 4.45 P.M. (Cases at 4 P.M.) 
Annual General Meeting : 
Election of Officers and Council for 1923-24. 
Cases and Specimens will be shown by Sir StClair Thomson, 
Sir James Dundas-Grant, Dr. H. Smurthwaite, Sir 
William Milligan, and others. 


Saturday, May 5th. 
THERAPEUTICS AND PHARMACOLOGY. 
Provincial Meeting at Cambridge in the Pharmacology 
Laboratory, Downing-street. 
Will Members able to attend send in their names not later 
than April 27th to the Hon. Secretary, Dr. J. H. Burn, 
National Institute for Medical Research, Hampstead, 


« Oe 


Saturday, May Sth, and Sunday, May 6th. 
BALNEOLOGY AND CLIMATOLOGY, 
Provincial Meeting at Oxford. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


ROYAL COLLEGE OF SU a OF ENGLAND, Linecoln’s 

Inn Fields, London, W.C 
Monpbay, April 30th.—5 Prof. 
Bifida, cc. 


WEST LONDON POST-GRADUATE COLLEGE, West London 
Hospital, Hammersmith-road, W. 

Monpbay, April 30th.—10 a.m., Mr. MacDonald : 
Urinary Operations. 12 noon, Mr. Simmonds : 
Anatomy. 3 P.M., Mr. Simson : 

TUESDAY.—10 A.M., Mr. Steadman : 
12 noon, Dr. Burrell: Chest Cases. 
Visit to Medical Wards. 

WEDNESDAY.—10 A.M., Mr. Banks-Davis: Throat, Nose, 
and Ear. 11 4.M., Mr. Simson: Gynecological Demon- 
stration. 2 p.M., Mr. Gibb: Eye Department. 

THURSDAY.—12 noon, Mr. Simmonds: Demonstration of 
Fractures. 2 P.M., Mr. MacDonald: Genito-Urinary 
Department. 3 P.M., Dr. Scott Pine hin: Medical Out- 

tients. 

FRIDAY.—10 A.M., 


P.M., Shattock: Spina 


Genito- 
Applied 
Diseases of Women. 
Dental Department. 
Dr. Pritchard : 


Gynecological 


Dr. Drummond Robinson : 
Operations. 12 noon, Dr. Flett : Radiology. 
Mr. Sinclair : Surgical Out-patients. 

SATURDAY.—-9.30 a.m., Dr. Burnford: Bacterial Therapy. 
10 a.M., Dr. Saunders: Medical Diseases of Children. 
10 a.m., Mr. Banks-Davis : Operations on Nose, Throat, 
and Ear. 

Daily, 10 a.m. to 6 P.M., Saturdays 10 a.m. to 1 P.M., 
In-patients, Out-patients, Operations, Special Depart- 
ments. 

NORTH-EAST LONDON CLINICAL 
Wales's General Hospital, Tottenham. 

WEDNESDAY, May 2nd.—8 Pp.m., Dr. Browning A 

Medical Aspects of Enlarged Thyroids. 
NORTH-EAST LONDON POST-GRADUATE COLLEGE, 
Prince of Wales’s General Hospital, Tottenham, N. 

Demonstration of Clinical Cases at 3.30 P.M. 

Monpbay, April 30th.— Dr. J. Browning Alexander : Medical. 

TUESDAY.—Mr. Howell Evans: Surgical. (3 P.M.) 

WEDNESDAY.—Mr. Norman B. B. Fleming: Eye Cases. 

THURSDAY.—Mr. H. W. Carson: Surgical. 

Fripay.—Dr. C. E. Sundell: Diseases of Children. 

LONDON HOSPITAL MEDICAL COLLEGE, Mile End, FE. 

TUESDAY, May Ist.—5.15 p.m., Dr. Millais Culpin : Instinct 
and Emotion. 

Fripay.—5.15 P.M.: Dissociation. 

L ag HOOL OF MEDIC INE FOR WOMEN, &, Hunter- 


street 
May Ist. Prof. A. L. Mellroy: Main- 


SOCIETY, Prince of 


lexander : 


Tu ESDAY, 5 P.M., 

tenance of Physiological Conditions during Pregnancy. 

FOR SICK CHILDREN, Great Ormond-street, 


THURSDAY, May 3rd.—4 p.m., Dr. 
Intestinal Disturbances in Infancy. 
LONDON LOCK HOSPITAL, $1, Dean-street, 
Monpay, April 30th.—5 p.m., Mr. C. Gibbs: 
Posterior Urethritis. 
INSTITUTE OF PATHOLOGY AND RESEARCH, St. Mary’s 
Hospital, Paddington, W. 
THURSDAY, May 3rd.—4.30 pPp.m., Prof. W. 
Spallanzani’s Researches on Respiration. 
INFANTS HOSPITAL, Vincent-square, 8.W. 1. 
Monpbay, 30th.—6 P.M., Dr. Eric Pritchard : General 
Principles of Feeding and Dietetics as Applied in 
Breast Feeding. 
THURSDAY.—6 P.M., 


Donald Paterson : 


Anterior and 


Bulloch : 


Artificial Feeding. 


MANCHESTER ROYAL INFIRMARY POST-GRADUATE 
LECTURES. 
TUESDAY, May Ist.—4.15 p.m., Dr. T. WH. Oliver: Malignant 
Endocarditis. 
UNIVERSITY OF BRISTOL POST-GRADUATE DEMON- 
STRATIONS (in the Medical Theatre). 
THURSDAY, May 3rd.—3.30 P.m., Dr. N. Neild: Endo- 


crinology. 
FRIDAY (at Dorchester).—Prof. Walker Hall : 
Acquired Resistance to Disease, 


Normal and 


Appointments. 


Hiaoins, T. 8., M.D. Lond., D.P.H., has been appointed Medicai 

Officer of Health and Public Health Lecturer at © ‘apetown. 

WILLIAMSON, O. K., M.D. Camb., F.R.C.P. Lond., Consulting 

Physician to City of London Hospital for Diseases of the 
Heart and Lungs. 

Green Children’s Hospital : 

.P. Lond., House Physic ian ; 

Ch. Edin., House, Surgeon. 


OLIVER, T. C., M.R.C.S., 
Dick, B. M., M.B., 
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For further information refer to the advertisement columns. 
Bedford County Hospital.—H.S. £175. 
Birkenhead Borough Hospital. —Jun. H.S. £1 50, 
Brighton County Borough Sanatorium.— M. 
Cambridge, Addenbrooke's Hospital.—H.S. 
Chelsea Hospital for Women, Arthur-street, S.V 
City of Le on for Diseases of the Cheat, Park, 

& 


( ‘roydon, County Borough of.—Asst. M.O. £700. 
Elizabeth Garrett Anderson Hospital, Euston-road.—Asst. Phys. 
Public Hospital, British Guiana, —Radiographer. 


£500, 


Cloucestershire Royal Infirmary.—Hon. Radiologist. 
Epilepsy and Paralysis, Maida Vale, 
eg. 00, 
Hospital for Sick Children, Great Ormond-street, 
Asst. M.O. in Venereal Dept. £1 1s. per visit. 
Hull Royal Infirmary.—Hon. P. and Hon. 8. 


W’.—Med. 
W’.C,.—Clin. 


Leicester, North Evington Poor-law ng -~R.M.O. £300, 
Liverpool, Royal Southern Hospital.—Hon. Asst. P. 

Maidstone, Kent County Ophthalmic Hospital.—H.S. £250. 
Manchester, Ancoats Hospital.—Surg. Reg. £100. 

Manchester Ear Hospital, All Sainte. “Pathologist. £25. 
Manchester Royal —Radiological Registrar. £250. 


Middleser Hospital, } 


Radium Officer. 


Hoential for Tuberculosis, &c.—Surg. Laryngo- 


Nevwtth, Vorfolk and Norwich Hospital.——H.S. £150. 

Nottingham City Asylum.—Jun. A.M.O. £400. 

Notts County Council.—Female Asst. Maternity and Child 
Welfare M.O. £500. 

Prison Medical Service.—M.O. £300. 

Redhill, Surrey, Royal Earlswood eeeniutton for Mental Defec- 
tives.—Jun. Asst. M.O. £251 

Richmond Royal Hospital. —Asst. i. S. £100, 


Rotherham Hospital.—Sen. H.S. £250. 


Royal Alerandra Hospital for Sick ¢ a H.s. £120. 

Royal Chest Hospital, City-road, E.C.—P. 

Royal Ear Hospital, Dean-street, Soho.—Hon. H. Ss. Anvwsth. 
Royal Northern Tollway, N.—H.S.’s. 00. 

St. George’s Hospital, S.W.—P. Also Asst. P. 

St. Helens Hospital, Sea , M.O. £250. 


Salford Union Infirmary, Hope, 


Pendleton, near Manchester.— 
First Asst. Res. M.O. £400. 


Scarborough Union, d&c.—Dist. M.O., &e. £90. 

Sheffield Royal Hospital.—Asst. Cas. O. £150. 

South = Barnet, Clare Hall Sanatorium.—Asst. M.O. 
£350 

Threat Hospital, Golden-square, W.—Hon. Registrars. Also 
Hon. Asst. S.’s. 

University ( ‘ollege Hospital, Gower-street, W.C.- Holiday Surg. 
£2 2s. weekly. Asst. Radiologist. £300. Res. M.O. 
£150 

West London Hospital, Hemmeremtth-read, W.—Hon. Med. 

tadiologist. 

The Chief Inspector of Factories, Home Office, Whitehall, 8.W., 

Abercrave 


announces the following vacant appoint me nts: 
(Brecon) ; Sherburn (York E. R.). 


Births, Marriages, and Deaths. 


BIRTHS. 


Canety.—On April at Ravenslea, Brislington, 
R. 8S. Carey, M.R.C.S., L.R.C. , of a daughter. 

LAPAGE.—-On April i7th, at Wilmalow -road, Withington, 
Manchester, the wife of C. . Lapage, M.D., F.R.C.P., of 
a son. 

SoupreER.—On April 17th, at Victoria-street, Aberdeen, the wife of 
Dr. H. Ross Souper, of a son. 


MARRIAGES. 


GRANGE—NUTKINS.—On April 19th, at St. 
Putney, Frank Arthur Grange, M.B., B.8., M.C., to Yvonne 
Vera, daughter of the late William George Nutkins and 
granddaughter of Alfred Saunders, of Putney. 

H1iLLMAN—MILLER.—On April 23rd, at Christ Church, Lancaster- 

ate, Oscar Stanley Hillman, M.B., F.R.C.S., to Ethel 
‘lorence Miller, daughter of Mrs. Archie Cameron, of 
Calcutta. 

April 18th, at St. Pancras ¢ 
Alfred Thomas Lock Kingdon, M.R.C.S. C/P., to 
Kathleen Adelia, only daughter of Mr. and oy Edward 


the wife of 


John’s Church, 


Lee, of Digboi, Assam. 
DEATHS. 

Aakons.—On April 20th, at a nursing home, London, Dr. 
Jervois Aarons, of Harley-street, W. 

Jones.—On April 15th, at a nursing home, Salisbury, James 
Evan Jones, M.R.C.S., R.C.P., of Ludgershail, Wilts. 
(Interred New Quay, Cardiganshire. ) 

Porrer.—On April 16th, at a nursing home in London, James 


C, Potter, M.D., 
NB. 


F.R.C.S8. Edin., 


A fee of + 6d. 
Births, 


aged 54 years. 


is charged for the insertion of Notices of 
Marriages, and Deaths, 


Notes, Comments, and Abstracts. 


HUTCHINSON THE NATURALIST; SUTTON 


THE PHILOSOPHER; HUGHLINGS 
JACKSON THE SEER.! 


By R. Hineston Fox, M.D. Brux., M.R.C.P. Lonp. 


THE Hunterian Society was founded in 1819, 26 years 
after the death of John Hunter, by Sir William Blizard, who 
was then 75 years of age, and others. Blizard was president 
of the Society for three years, and was otherwise remarkable 
for having remained on the active staff of the London 
Hospital as a surgeon for 50 years until he retired at the 
age of 90. The early years of the Society were the era of 
Hunter's pupils, from whom nearly all the early presidents of 
the Royal College of Surgeons were drawn. William Clift. 
the pupil of Hunter and conservator of the museum, was 
one of the Fellows of the Society. Events moved rapidly 
in the medical world in the Society's carly years. 

The Stethoscope.— Anasthetics.— A ntiseptics. 

The stethoscope, first used by Laennec in 1819, gradually 
gained adherents, although it was many years before the 
art and science of auscultation were built up in the face of 
a good deal of conservative prejudice. Thus Benjamin 
Robinson, a physician to the London Hospital in 182%, 
stated that the stethoscope “ did not convey much.” The 
early instruments were very cumbersome and heavy (one 
such was exhibited). With the increasing knowledge of 
auscultation came a knowledge of phthisis and pneumonia 
and a great advance in thoracic surgery. Empyemata were 
diagnosed and opened; Dr. Thomas Davies, an early 
president, had known recovery to follow the liberating of 
eight pints of matter from the chest. The slow progress 
made by this instrument could be gauged by the fact that 
the Hunterian orator of 1832 was led to incite his hearers 
to the use of the stethoscope. 

In contrast to this slow progress ancsthesia made rapid 
bounds into favour. Ether was first used in America by 
Morton, the dentist. and Warren, the surgeon, in 1846; 
Sir James Simpson, of Edinburgh, introduced chloroform 
within a year. Liston performed an amputation through 
the thigh under ether anesthesia at University College 
Hospital in 1847, and within 18 months Curling stated that 
thousands of operations had been performed with the aid 
of anzwsthetics. The minutes of the Society at the period 
showed, however, that there was a spirit of criticism even 
of this advance in medicine ; the occurrence of post-anees- 
thetic vomiting came in for a good deal of unfavourable 
comment. While the benefits to surgery of anasthesia 
were now very obvious, it must not be thought that pre- 
anesthetic surgery was unskilful; on the contrary, surgery 
had attained a high level without this aid. 

Lister first employed carbolic acid in 1865, but did not 
publish his first work on antiseptics until two years later. 
The dangers of sepsis at this period might be estimated 
from the fact that Maunder had on one occasion advocated 
the tying of the femoral artery,in a case of compound fracture 
involving the knee-joint prevent the occurrence of 
acute traumatic arthritis.”” This treatment was adopted, 
and, it was stated, with success. As in the case of the 
stethoscope, there was a good deal of opposition to the 
antiseptic regime, and often with yood cause, for fatal 
carbolic gangrene was very common before the dangers of 
this antiseptic were fully understood. Couper commented 
favourably on carbolic acid, but Bryant. of Guy's Hospital, 
writing on “ traumatic fever and pyamia,” said that anti- 
septics did not prevent these disorders. The Hunterian 
orator of 1876 spoke sarcastically of the “ fungoid origin of 
disease’ and of the “ disgusting odour of carbolic acid.”’ 
It was not until 1880 that carbolic acid was tested and proved 
and the antiseptic regime generally came into vogue. 


Distinguished Fellows of the Society in its Earlier Years. 

These included Sir Richard Owen, son-in-law of Clift, 
most famed as a zoologist. Richard Bright, the presi- 
dent in 1815, was an unsurpassed observer of disease. One 
ot the governors of the London Hospital had resented 
having Bright as his neighbour at the hospital dinner on 
the ground that Bright was the “inventor of a disease.” 
Dr. Robert Barnes, the obstetrician, was another president ; 
he was distinguished ior his fine command of English. Sir 
Andrew Clark, a dramatic teacher, acquired one of the 
largest practices ever known, and reaped a large harvest. 
It was stated that he once received a fee of 5000 gns. for a 
journey as a consultant to the South of France; being a 
generous man he gave the gre ater part of this fee to hospitals. 


* Abridged from an address delivered at the annual genery! 
meeting of the Hunterian Society on April 23rd, 1923. 
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Hutchinson the Naturalist. 


Jonathan Hutchinson, surgeon to the London Hospital 
from 1859 to ISS8, was a man ‘of varied interests and remark- 
able depth of vision. It was said of him by a friend that 

‘he was the best general practitioner I ever knew.” He was 
best known for his work on syphilis, which he first described 
in its varied stages and compared to a specific fever, and 
especially congenital syphilis. Hutechinson’s “triad” of 
congenital syphilitic lesions, the teeth, corneal affections, 
and labyrinthine disease, was still referred to. But this was 
not a sufficient field for his energy. Skin diseases were all 
known and deseribed by him so well that to-day there was 
little to add to his work. He also carried out much careful 
work on the local origin of cancer and on arthritis and yet 
found time to carry on a large practice. He was an admirable 
teacher, though without the large manner of Sir A. Clark, 
and left in the minds of his pupils a clear impression of the 
main essentials of his subject. In person he was tall and 
of athletic build with jet black hair : he was a good horseman. 
Hlis wide interests included zoology, botany, history, and 
social science; he took a keen interest in museums and 
founded several. At a dinner given to him at the age of 70 
he ascribed much of his success to the fact that he was a 
member of the Society of Friends, and it might well be that 
his association with that society was instrumental in 
forming his simplicity of character and in developing his 
talent for hard work. He joined many societies in his youth 
and spoke at their meetings almost daily. Hutchinson was, 
above all things, an observer of nature. and in this he was a 
close follower of John Hunter; disease he regarded as 
nature gone astray. 

Sutton the Philosopher. 

Henry Gawen Sutton, physician to the London Hospital 
from 1867 to 1891, was a thick-set man below middle height, 
with a large shaggy head ; he was most remarkable for his 
smile which, while not cynical, seemed pitying and was 
accompanied by a penetrating glance. He was oracular in 
his speech and wrote very little, but by sheer hard work he 
acquired a profound knowledge of morbid anatomy. He 
never appeared to be in a hurry and spent many hours daily 
in the wards and even more in the post-mortem room. He 
thought much on ‘ease and disease,””’ and was fond of 
speculating on ** Nature’s way.’ His philosophic habit of 
mind was well attuned to the long walks he used to take in 
the country, and he once described how he felt the rhythm 
of a brook impress itself upon his own life. His greatest 
weakness was in his belief in the value of aleohol both for bis 
patients and himself, and his consumption of port could hardly 
have benefited his gout. He died before reaching the age of 
60, leaving to posterity little published work other than his 
paper with Sir William Gull on arterio-sclerosis. Yet he did 
much to advance morbid anatomy and had a profound 
influence on a few pupils. 

Hughlings Jackson the Seer. 

John Hughlings Jackson, the founder of modern neurology. 
was “ discovered ” by Ilutchinson, who persuaded him not 
to abandon medicine. His first published work on nervous 
disorders was full of wild speculations based on Owen's 
theory of vertical clefts, but later he became a close adherent 
of scientific truth based on observation. When the functions 
of the brain were only beginning to be understood Jackson 
carried the idea of “* centres "’ forward step by step from his 
observations on disease; he distinguished between “ dis- 
charging ” and “ destroying ” lesions, and traced the descent 
of * representation and control ’’ from level to level in the 
brain and spinal cord. With the ophthalmoscope he appeared 
t see into the brain. With reference to his researches on 
aphasia, it was interesting that neurologists were now 
coming back to his original views. His written communica- 
tions were brief and difficult to understand as they were 
* peppered with explanatory phrases and footnotes,” so that 
for a time he got little hearing. In 1873, however, the 
experimental work of Ferrier and others abundantly proved 
the truth of Jackson's theories. A shy, retiring, and contem- 
plative man with a weak voice, he was helped perhaps as 
much by his sense of humour as by his power of hard work. 


INFANT WEIGHING MACHINES ON HIRE. 


THE cost of an infant weighing machine sufficiently 
accurate for use in test feeds is prohibitive for many house- 
holds, with the result that breast-feeding may be dis- 
continued in cases where it might well be supplemented. 
It is not generally known that suitable infant weighing 

machines, costing £6 15s. to buy and said to be sensitive to 
2 drachms, may be hired from Mr. C. Pollard, of 130, York- 
road, London, N. 1, on the following terms : Deposit of £3 on 
or before delivery in London, 10s. for hire for the first month, 
and 5s. for each month or part of a month after. Delivery 
and collection is free in London except in cases where a 
scale is wanted immediately. a charge of 2s. 6d. is made for 
sending a machine by special messenger. If the scales are 
required outside London the hirer pays carriage both ways, 


THE MILLIWATT ELECTRIC HEATING PAD. 


WE have received from Mr. R. T. Durran, of 76, Victoria- 
street, London, S.W.1, an _ electric heating pad which 
possesses certain advantages of convenience and economy, 
and which can be used in many cases where heat is required 
for either therapeutic purposes or personal comfort. The 
electrical element consists of fine resistance wires enclosed 
in asbestos, this again being encased in linen, over which is 
a flannel material and the whole fits into a white washable 
slip. The heating element, which can be adapted to various 
voltages, is connected by a flexible cord to a lamp-socket 
or wall-contact of the electric light main. A rotary switch 
attached to the connecting cord allows the heat to be adjusted 
according to requirements and any danger of over-heating is 
guarded against by a * cut out,” which switches the current 
off if the temperature rises above 185° F., while the current 
is automatically switched on again as soon as the pad begins 
to cool. In addition to the Roman figures on the switch 
indicating current off,” ‘“ mild heat,’’ ** medium heat,’’ 
and “‘ greatest heat,” there are raised bosses which enable 
adjustment to be made in the dark by the sense of touch 
alone. The pad is flexible and nearly as soft as an ordinary 
cushion. The apparatus is admirably adapted for the 
application of continous heat to any part of the body where 
it is required. 


THE UNIVERSITIES’ YEAR BOOK FOR 1923. 


WE have received from Messrs. G. Bell and Sons a copy 
of the Year Book of the Universities of the Empire, 1923, 
edited by Mr. W. H. Dawson, and published for the Uni- 
versities Bureau of the British Empire (692 pages; price 
7s. 6d.). Within the compass of a handy and attractive 
volume Mr. Dawson has condensed, with conspicuous success, 
the essential information contained in the calendars of the 
66 universities of the British Empire. These calendars, 
he tells us, occupy several yards of shelf in the library of the 
Universities Bureau. Chapters introductory to the several 
sections give such information regarding their history, 
regulations, and practice as the universities share in common. 
Each section comprises three parts (1) a directory of the 
officers and members of the teaching staff; (2) general 
information of equipment, degrees, scholarships, and fees ; 
and (3) events of outstanding interest during the past 
academic year. Appendices contain the regulations and 
conditions governing admission to various professions and 
careers. The section dealing with medical and dental 
qualifications and studies occupies 16 pages and gives the 
several medical qualifications with a useful précis of the 
conditions of registration. The Royal Colleges of England, 
Scotland, and Ireland, also receive notice. An interesting 
chapter in the appendix gives an account of the conference 
of Swiss and British Universities held at Basle last August, 
when the mutual recognition of University examinations 
and degrees was discussed and considerable progress made 
towards reciprocity. Not the least valuable part of the 
Year Book is an index of 46 pages which must contain nearly 
10,000 names to which reference is made in the text. 


PUBLIC HEALTH IN JAMAICA AND BAHAMAS. 


Jamaica.—The estimated population at the close of 1921 
was 871,114. The birth-rate for the year was 34-9 per 
1000 and the death-rate 28-3 per 1000. In Kingston, the 
capital, the principal causes of death were: Diarrhoea and 
enteritis, 14-8; atrophy, icterus, and scleroma of the new- 
born, 8-5 ; phthisis, 8-2 ; enteric fever, 7-1 ; pneumonia, 6-5 ; 
heart disease, 4-6; chronic Bright’s disease, 3-7; cerebral 
hemorrhage, apoplexy, 3-3. Matters in connexion with the 
health and sanitation of the island have been receiving for 
some time past the earnest attention of the Government, 
and active steps were taken during 1921 for dealing with 
such matters. The Rockefeller Foundation continued their 
operations in Jamaica in connexion with the treatment of 
hookworm, and the United Fruit Company carried on the 
system for medical attendance on their employees. Both 
these organisations have materially contributed to improve 
general health conditions in the island. It is in contempla- 
tion to appoint a senior sanitary medical officer and to 
obtain for the colony a general sanitary service. The 
epidemic of alastrim, or Kaffir milk-pox, which occurred 
during 1920, still existed in 1921, but to a milder extent. 

Bahamas.—The estimated population on Jan. Ist, 1922, 
was 56,151. The birth-rate for 1921 was 38-2 per 1000, and 
the death-rate 20-5 per 1000. The public health was not 
so good as in the previous year. Typhoid was more 
prevalent than usual, and there was a very persistent and 
prolonged epidemic of dengue fever, which appears also to 

ave been very fairly common all over Florida. The 
rainfall for the year was 16-83 inches. The General Hospital 
(originally established in 1809 as a poor-house) comprised 
the hospital proper, infirmary, dispensary, lunatic asylum, 
and leper wards. During the year there were 749 admissions, 
making a total under treatment of 993, of whom 376 
recovered, 172 were relieved, 15 unchanged, and 169 died. 
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PUBLIC HEALTH IN EGYPT. 
Annual Report for 1920." 


OwI1NG to the administrative changes that have taken 
place in Egypt, and pending the reorganisation of the 
Department of Public Health, it was thought advisable 
** to limit the activities of the administration to consolidation 
of the public health advances already made, and to leave the 
adoption of future lines of progress to a time when it will be 
possible with greater certainty to initiate fresh developments 
in accordance with the subsequent definition of future 
policy.”” Two matters, however, had to be dealt with without 
delay. Unqualified dental practice ‘* was gradually becoming 
a serious public danger’”’ and is no longer allowed, but 
exception is made for such practitioners who had been 
actually in continuous practice for at least ten years, who 
were admitted to a modified examination ; 193 out of 215 
candidates passed this test satisfactorily. The other 
matter was the occurrence of anthrax, traced to the use of 
shaving brushes imported from Japan. A special law was 
passed (No. 21 of 1920) forbidding the admission of all 
shaving brushes unless accompanied by certificates of 
disinfection from the competent authority in the country of 
manufacture. Since cessation of hostilities considerable 
progress in sanitary works has been made by draining 
marshes and ponds which had been a danger to public health. 
Moreover, owing to the generous aid of several notables of 
the country there has been an increased provision of hospitals 
and medical relief generally; these are, however, still 
inadequate for the needs of the population. Even in Cairo 
itself there is no maternity hospital. During the war 
(1914-19) as many as 44,636 sick and wounded were treated 
in the Egyptian Government hospitals under the Public 
Health Administration. The need for this has gradually 
diminished, and in 1920 there were only 407 military cases in 
these hospitals, the total in-patients numbering 62,403, 
compared with 64,704 in 1919. The new out-patients, 
however, increased from 219,573 in 1919 to 274,557 in 1920, 
and the major operations performed from 9051 to 12,977. 
The cost of maintenance rose from 183,141 to 230,612 
Livres Egyptiennes (L.E.), while the receipts fell from 
L.E.18,097 to 15,938. Special wards have been opened 
in several hospitals for the treatment of ankylostoma, 
bilharzia, and other worm infections, 14,905 such patients 
having been treated, of whom 13,000 were infected with 
bilharzia. 

The Population of Egypt. 


The calculated population for the whole of Egypt in 1920 
is stated as 13,066,600, compared with 12,667,370 in the 
previous year. (In the annual return for 1920, noticed in 
THE LANCET of Feb. 25th, 1922, the population (1920) was 
stated as 13,042,400; the same figure is given for that year 
in the annual return for 1921.) The birth and death ratios 
were 42-8 and 28-3 respectively, as compared with 38-0 and 
30-0 in 1919. The births varied from 29-2 per 1000 in 
Aswan province to 47-3 in Asyfit, 47-9 in the Fayaim, and 
48-5 in Minya. In the 20 principal towns the average 
birth-rate was 45-3, ranging from 38-1 in Benha to 58-4 in 
Giza. The average infantile mortality was 23-7 per 1000 
births; in Cairo and Alexandria the ratios were 25-1 and 
21-7; in Giza and Minya, 30-3 and 33-4; in Ismailia, only 
13-1. During the year a complete revision was made of the 
schedule dealing with Etablissements incommodes, insalubres 
ou dangereur, the regulations regarding their control being 
“tightened up.’’ The total number of such _ licensed 
establishments is now 47,350, of which 18,302 are groceries, 
$145 dye works, 3440 cooked food shops, and 2821 butchers. 
Another very important sanitary improvement is the work of 
filling in or draining birkas (marshy pools); of these 29 
were dealt with during 1920, with a total area of 75,179 
square metres. 

Egyptian Hospitals. 


Although the hospital ‘* building programme is sadly 
behind,’”’ and new hospitals and extensions due for com- 
pletion in 1919 are not yet begun, some progress has been 
made. Messrs. Thos. Cook and Son, who for years had 
maintained a small hospital at Luxor, have now generously 
presented the site, building, and equipment to the Egyptian 
Government ; this will be a great boon to the inhabitants of 
the district, who number about 45,000. In the country 
generally there are now 24 hospitals, providing 4091 beds ; 
the in-patients totalled 62,493, and the fresh out-patients 
274,557 during the year. An anthelmintic annexe has 
been attached to the Qasr el Aini Hospital in Cairo, and to 
the hospitals at Qalyub, Benha, and Mansura; 15,085 
patients have been treated for ankylostoma and bilharzia 
infections. At Qasr el Aini the total in-patients treated 
numbered 12,610 (with 1204 deaths); in the out-patient 
department there were 282,970 attendances, of which 
119,499 were new cases. Of the medical in-patients 8-6 

1922. 


? Government Press. Cairo. 


per cent. suffered from tuberculous disease, 7-5 percent. from 
ankylostomiasis, 6-2 per cent. from bilharziasis, and 3-5 
per cent. from pellagra. In the bilharzia annexe 931 were 
treated ; of these 875 were for bladder infection, and 29 for 
bladder and intestinal infection. Intravenous injections 


of 6 per cent. solution of tartrate of antimony were given on 
alternate days, commencing with 1 gr., then 14 gr., then 
2 gr. on each subsequent occasion. 
found to be effective was 13 
from 20 to 25 gr. 
during three 
the 


The minimum quantity 
3 gr.*; but, speaking generally, 
are required for an adult, administered 
to four weeks; the drug must be continued 
‘f until ova become definitely opaque, not merely 
inactive. 

An instructive table shows the increase in hospital 
provision and expenditure since 1912. In that year the 
total acccommodation consisted of 2346 beds, the in-patients 
numbered 35,887, the total cost of maintenance was 
L.E.77,992, and the annual cost per bed, L.E.33-2 ; in 1918 
the beds numbered 4543, there were 75,002 in-patients, the 
total cost was L.E.166,218, and the cost per bed L.E.36-5 ; 
in 1919 with 4592 beds and 64,704 in-patients, the total cost 
was L.E.183,142, and the bed cost L.E.39-8. In 1920, 
the year under report, with 4091 beds and 62,493 patients. 
the maintenance rose further to L.E.230,612, and the bed 
cost to L.E.56-3 per annum. The cost per patient per day 
was 246 milliemes, as compared with 179 in 1919, and 127 
in 1912. 

Ophthalmia of a very severe type has always been preva- 
lent in Egypt. Since 1903, when Sir Ernest Cassel made his 
generous gift of L.E.40,000 for the purpose, treatment 
has been carried out at 20 hospitals in various parts of the 
country. ‘The need for ophthalmic treatment has two 
entire ‘ly separate origins ’’: one is trachoma, and the other 

‘a group of acute contagious ophthalmias which are the 
main cause of blindness in Egypt.”’ About 15,000 patients 
who sought treatment at the eye hospitals were blind in 
one or both eyes—that is, about 14 per cent. of the new 
patients. The people are, however, beginning to recognise 
the importance of getting treatment for babies and young 
children ; 40 per cent. of the patients were under 15 years of 
age, and more than 6 per cent. infants under 12 months. 
A special ophthalmic hospital is urgently required for Cairo. 
It should be centrally situated, with 100 beds, and be able to 
treat 2000 out-patients daily in the summer. 


Infectious Diseases. 


In regard to infectious diseases there was a very striking 
improvement. The comparative ratios per 1000 of popula- 
tion are not stated, which omission is to be regretted, but the 
reduced incidence, as compared with 1919, was 40 per cent. 
for small-pox, 52 per cent. for plague, 78 per cent. for 
typhus, and 88 per cent. for relapsing fever. The recorded 
cases of small-pox numbered 3004. Of these 2720 occurred 
in the first six months of the year. Vaccination has been 
carried out energetically ; during 1919 and 1920 no less 
than five and a half million people have been vaccinated— 
more than a third of the total population of the country. 
In 1919 Cairo had had 1569 cases: in 1920 there were only 
171. In Alexandria the cases dropped from 660 to 411. 
The only provinces where there was an increase were Asyft 
and Aswan, where the cases numbered 189 and 187, as 
compared with 147 and 56 in 1919. The fatality, or case- 
mortality (either of which expressions is to be preferred to 

‘ death-rate ”’ in this connexion) was 26-48 per cent., being 
higher than in any year of the decennium except 1916, 

when it was 30°35. “Typhus fever decre ased from 16,970 
cases and 5569 deaths in 1919 to Js2 79 cases and 3512 
deaths. This was partly due to * deappe arance of the 
movement of labour, which during the war years was 
undoubtedly responsible for the excessive propagation of 
this disease and relapsing fever which then occurred in 
Egypt’’; also to early notification and increased skill in 
carrying out de-lousing procedures. Relapsing fever 
declined from 3276 cases and 598 deaths to 2876 cases and 
430 deaths. The cases of plague fell from 877 in 1919 to 
162 in 1920, but the fatality (58-2 per cent.) was somewhat 
higher than in the previous year (53-9 per cent.) ; 388 cases 
were bubonic, 41 septicemic, and 33 pneumonic. The 
province of Asyit, where there were 177 cases and 106 
deaths, suffered most: after this, Suez, with 87 cases and 
55 deaths. Cairo escaped altogether. 

The notified cases of malaria numbered 1870, as compared 
with 1683 in 1919. Of these cases 1594 occurred in Aswan. 
Nowhere else was there any prevalence. The report states 
that ‘‘ a small] outbreak at Aswin dam occurred in the month 
of June, in which some 12 cases were notified. It was 
found to be due to the existence of some marshy grounds on 
the east bank of the Nile, in the gardens of the Ministry of 
Public W orks {!]. The ground was filled in and the epidemic 

8 By an unfortunate oversight this is stated (p. 32) as “* the 
minimum effective dose,” and * a total dose of 20 to 25 grains for 
an adult ” is afterwards mentioned, ** Dose ” means strictly 
the quantity taken at one time. 
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nce stopped.”’ It is also stated that birka filling has been 
comment is made on the fact that 852 
per cent. of the total malarial incidence in Egypt (1594 out 
of 1870 cases) occurred in one “ locality’ (Aswan). In the 
previous year the ratio had been 77-5 per cent. of the total 


cases. Public Laboratories. 


The work at the public laboratories continues to increase, 
the total examinations carried out numbering 18,411, as 
compared with 15,050 in 1919. The most important 
researches in the bacteriological section have been in regard 
to malaria and relapsing fever (6094 specimens), anthrax 
(1533, mainly shaving brushes), and diphtheria (1083). 
Of 1380 milk samples, 33-4 per cent. were found to be 
adulterated. Vaccination was undertaken on a large scale, 
owing to prevalence of small-pox, and 10,098,720 doses of 
lymph were issued, nearly double the quantity issued in 
1919. This large output is extremely creditable to the 
staff of the Vaccine Institute, especially as building opera- 
tions were going on throughout the year, and there was great 
difficulty in getting suitable calves for vaccine production. 
At the Antirabic Institute 1035 patients were fully treated ; 
only six deaths occurred “‘ more than 15 days after the 
treatment was completed.’’ The mortality, or failure, 
ratio was therefore 0-5 per cent.; 13 other persons died 
either during treatment, or less than 15 days after com- 

letion, giving a gross mortality of 1-8 per cent. The 
ntral and Provincial Medica] Commissions examined 
24,718 persons for admission to the public service, sick leave, 
invaliding, &c. Of the 11,553 candidates for admission, 
5686 were rejected for medical reasons, the chief cause being 
defective vision (3668). 

This valuable report, which is extremely well printed, is 
divided into seven sections. The first division of Section 1. 
is signed by Dr. Cathcart Garner, Director-General. No 
other signature appears, but presumably the entire report is 
issued under Dr. Garner’s authority. 


TROOP TRANSPORT. 


In the Military Surgeon for March, Captain J. D. R. 
Woodworth gives an interesting account of the methods of 
the U.S. Army Transport Service in dealing with troop 
transports, to ensure “ cleanly accommodations, minimum 
danger from disease, and food of unimpeachable quality.”’ 
His experience was gained in four years at headquarters at 
Brooklyn. When a transport ship arrives she is examined 
by an inspector, and further inspections are made while she 
is fitting out, so that everyone concerned may be instructed 
in the n for environmental cleanliness as precedent to 
personal cleanliness ; particular emphasis is laid on the way 
dirt attracts disease-producing insects. All mattresses, 
pillows, blankets, linen, are sterilised 30 minutes at 260° F., 
also lifebelts, and carpets, curtains, &c., if required. The 
plant can deal with 50 to 100 mattresses in an hour. One 
squad takes these materials to the disinfector, the trucks 
are cleaned and sprayed with “insecticide,” and a different 

uad brings the disinfected bedding back to the ship. 

essrooms, galleys, store-rooms, pantries are searched for 
nests of cockroaches and ants, and are sprayed with insec- 
ticide, as are also wash-basins, bathrooms, and water-closets. 
Sodium fluoride, or if these are very small, shellac, is after- 
wards filled into all cracks. Each sanitary squad consists 
of a foreman, two mechanics, one sprayer, two torchmen ; 
all are orderlies from the medical corps. They take up all 
removable fixtures and backs of cupboards, and all bare 
spaces are brushed and sprayed, all metal work that might 
harbour insects is burned over by the direct flame of blow- 
torches. Following this squad come the scrubbers and 
cleaners who work rapidly, as behind them are always 
hurrying the painters; then the brasses are cleaned, and 
the ship is ready for inspection. Food is examined by the 
national food inspectors, but the port steward and the 
steward of the ship also examine and may reject anything. 
If necessary, water is chlorinated after boiling, and water 
tanks and their linings are frequently inspected. As to the 
crew of the transport, unless each has been vaccinated 
recently and inoculated for the typhoid group he must be 
done now. “Food handlers” (stewards, cooks, waiters, 
butchers) are examined every six months (as per U.S. Army 
Regulations) to exclude cholera and typhoid carriers. All 
ngers are examined within 24 hours of embarkation. 
roops are again examined during the first day out, and each 
must have a spray bath every third day, while passengers 
are inspected prior to disembarkation. Messtraps are at 
present washed with soap and rinsed in boiling water, but 
dish-washing machines are applied for. Refuse is placed in 
15 to 30-gallon covered metal garbage containers ; there are 
many, so none are more than half filled, and they are emptied 
at a special shoot, cleaned and steamed. Ventilation (method 
not detailed) is carefully watched ; the transport surgeon 
keeps in touch with the chief engineer on this question, 


especially in bad weather. As to insects, if food receptacles 
are always covered these pests cannot get food; nor can 
rats. Captain Woodworth is justifiably proud of the 
methods which have already eliminated larger pests. ‘ The 
Public Health Service, which fumigates the transports, has 
yet to find the first rat.’’ The insecticide mentioned is made 

y the Service ; its ingredients are not stated, but carbolic 
acid is mentioned as the best parasiticide, 


SPRING-CLEANING AS AN ORGY. 

THERE is a tendency nowadays to explain various mental 
states and conditions of society by a mixture of folk-lore, 
sexuology, and psycho-analysis. Sex, if we may believe 
modern novels, taken in its widest sense, rules human 
conduct, and everything is subservient thereto. Like the 
mythologists of 50 years ago, who saw solar myths in every 
story of antiquity, so there is a class to-day who sees sex in 
every human action and in all states of society. 

A correspondent, whose gravity we may assume to be 
only verbal, writes: ‘‘ Even such apparently asexual 
matters as motoring and spring-cleaning are deeply committed 
to sex symbols. In respect of the first, those who have 
eyes to see can see. Why are all the danger-posts erected by 
the A.A.A. surmounted by a triangle ? The answer is 
obvious: the triangle is a symbol found all over the world 
for the female principle in general, and we may recall the 
anatomical region which the Greeks called Delta A. The 
upright post, as ny conversant with anthropology 
knows, is the symbol of the male principle; while both 
triangle and post are appropriately painted. bscoenoque 
ruber porrectus ab inguine palus,’ says Horace of Priapus. 
And again, a most happy find for the sexual anthropologist, 
these danger-posts are always to be found in the vicinity of 
schools. he rationalist may believe that this is because 
children will run in front of motors, but the deeper reason is 
that children imply, at least in the higher forms of life, the 
codperation of the male and female.”’ 

These considerations our correspondent holds te be facts 
which will be allowed by everyone, but he puts forward a 
hypothesis as to the real meaning of spring-cleaning which 
he seems to feel needs more support. “I have long 
wondered,”’ he writes, ‘‘ as to the origin and meaning of this 
mystery, but the study of the works of Freud and others 
have supplied the solution. Spring-cleaning, the orgiastic 
ceremony which takes place at this time of year, is an 
obvious example of sex suppression. That it is a merely 
purificatory function no one who considers the matter can 
believe ;_ if it were, it would take place in February, the 
month of ‘ februa ’ in the religion of the old Romans, and the 
one in which the festival of the purification is still held in the 
Western Church. But spring-cleaning always takes place 
after Easter—that is to say, close to the vernal equinox, 
generally in April, when the cycle of reproduction is renewed 
(cf. Virgil, Georgics II., 324). Savages and ‘simple lifers,’ 
who are fettered by no scruples, other than an occasional 
tabu, do not ‘ spring-clean’; it is only in civilised lands that 
the ceremony takes place. It is an essentially feminine 
ritual, and as in the ceremonies of the Bona Dea the presence 
of men is actively discouraged.” 

Our correspondent concludes by pointing out that spring- 
cleaning is a survival of the old days when, under female 
rule, a ritual was observed according to which fires, save for 
culinary purposes, were started at a certain date in the year 
and extinguished on a certain date, when rooms were 
cleaned and fittings brushed free of the impurities caused by 
smoke and dust. Between the dates little towards this end 
was done, the feeling being that the whole domestic 
environment could be tidied at one period in the spring. 
To-day arrangements for domestic fires are more perfect, 
carpets are no longer nailed down, and there is no need to 
put off cleaning rooms until some distant date; but, he 
suggests, that the ritual survives as a tribute to that 
acquiescence in procrastination which is part of human 
nature. 


TO PHOTOGRAPHERS. 


THE latest booklet for photographers issued  § Messrs. 
Burroughs Wellcome and Co., entitled “‘ Right Method in 
Photography,”’ is fairly described as embodying a “ simple 
and scientifically accurate review ”’ of the essentials of success 
in this exacting craft. The information is equally valuable 
for the beginner and the advanced worker; exposure, 
development, intensification and reduction, toning and 
staining are dealt with in turn, and useful developing time- 
tables are included. The booklet is strikingly illustrated ; 
the cover is a reproduction in photogravure of the base camp 
of the Mount Everest Expedition, 1922, situated on the 
Rongbuk Glacier at an altitude of 17,000 feet. Another 
photograph of historic interest shows the official photographer 
to the expedition, Capt. J. Noel, at work outside his dark- 
room tent. The work may be obtained post free on applica- 
tion to Burroughs Wellcome and Co., Snow Hill Buildings, 
London, E.C, 1. 


